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ARLY in his career the senior author became interested in’ the 
4 study of contracted pelvis, as shown by the fact that one of his 
earliest publications was entitled ‘*Pelvimetry for the General Praeti- 
tioner.”’ 

When the obstetric department of Johns Hopkins was organized in 
October, 1896, opportunity was afforded for developing that interest, 
with the result that the pelvis of every patient has been carefully and 
accurately measured, and the rule was laid down that the final meas- 
urements recorded in the histories must be made either by the chief or 
his substitute, or by the resident obstetrician (who has had three years 
of practical training before assuming the post). Consequently, the 
pelvic diagnoses are reasonably accurate. 

It was soon found that our material was especially suitable for the 
study of the question on account of the large negro population of Bal- 
timore, with its unusual incidence of abnormal pelves; and as the serv- 
ice continued to inerease in size the number of negro patients became 
disproportionate to their share of the population, and latterly we have 
deliberately allowed it to exceed that of the white patients. For this 
reason, we have been able to study the conditions in the two races con- 


currently and to establish certain important and fundamental differ- 


*Read in bstract before the New York Obstetrical Society, January 12, 1926. 
NOTE: The Editor aecepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. *’ 
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ences between them. Murthermore, the faet that the service las heey 
under a single head since its inception has made it possible to study 
in a comprehensive manner the differences in results for both mother 
and child incident to the several methods of treatment which have beep 
emploved during the twenty-eight years under consideration. 

In 1910, the senior author analyzed the 


lity | . 
pelvie conditions observed jy 


the first 4,500 admissions to the service. but did not publish the results. 
and in 19255, he sugevested to the junior author the advisability oft CON 
tinuing the study, Accordingly. cClal sheet Vas prepared, and 
was filled out with great accuracy and industry by Dr. Sun for every 
labor complicated contracted pelvis Occurring in the SOPV 
from history £501 to 14.000 (October, 1924). These sheets nade read 
ily available whatever information was necessary, and they were tabi 
lated and correlated by the senior author. The results thus obtained, 
after being combined with those collected in T1910. constitute the mats 
rial upon which the present study is based. 

Frequency.—During the entire period, 14.000 patients were admitted 
to the indoor service, and of these 11.630 individuals wave birth to 
11.925 children which had passed the period of viability. the remain 
Ing 2,075 admissions being made up of abortions, women admitted post 
partum or discharged before delivery, or who were not pregnant. Of 
the 11,630 individuals concerned. 6407 were white and 9.225 black, and 
3.100 of them presented contracted pelves. Routine measurement of 
the pelvic outlet was instituted only after adimission No, 2.000. As 
the entire question of funnel pelvis will be considered in another com 
munication, that type of abnormality will be excluded from the present 
study. Consequently, upon deducting the O77 women presenting if, 
we have for immediate study 2.525 women with the usual types of 
pelvic contraction, who had 2.975 labors in the service 

It may be mentioned at this point that we have adhered to the classi 


fication and standards laid down by Miehealis and Litzmann, except i 


the case of the veneralls contracted funnel pelvis Under that 
heading we have grouped together such  pelves present the 
usual characteristics of eeneral’ contraction, but which the 
cdlistance between the tubera Ischil Is reduced OF less, Kur 


thermore, we have continued in great part to base our classification 
upon the length of the diagonal conjugate, notwithstanding Zange 
meister’s plea for the dircet instrumental mensuration of the conjugata 
vera, for the reason that we have been unable to obtain satisfactory 
results by means of his pelvimeter or by any other devices except in 


certain cases of extreme contraction occurring in parous Wome. 
Table | shows the relative frequeney of the several types of con 
tracted pelvis in our white and black patients and seems to justify cer 
tain interesting deductions. 
This table is so arranged as to show the striking cditference 


in the incidence of contracted pelves in general in the two races, as well 
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TABLE I 
Growing RELATIVE FREQUENCY OF THE SEVERAL TYPES OF CONTRACTED PELVIS IN 
AND BLAcK Women 
HIT! RLACK 
1-4500 150] rOTAL 1-4500 TOTAL 
a Typ al SOD 219 | 5.04) 504 294 18.62 at! SOS 16.62 
Funnel 12) 0.58' 29) 0.67; 41) 0.64 » 84 180' 4.94) 985 1.31 
Be 13.10.63) 20) 0.46) 33 | 0.5298 149 9.42! 598) 16.25; 742) 14.91 
Simple Flat 7.08) 103 | 2.38) 156 | 2.45 1] 70 +4 .S4 
Flat $10.19} 15 | O34 1910.30) 20) 1.27 33) 0.91 1.02 
Atypical 0.49; 11) 0.33) 211) 0.43 3 15| 0.41 0.29 
Total 177 | 8.60) 397 | 9.12) 574 | 8.96] 52 32.99 | 1428)39.17 | 1949) 37.21 
Typical Funnel 6.29) 214) 4.92) 289 55 6.45 | 645 | 288| 4,44 


*Menasured only after admission, No, 2,000. 


as the variations in the order of frequency of the several types in white 
and black women. Furthermore, it enables us to ascertain what. if 
any, differences exist between the tabulations of 1910 and 1924, respee- 


tively. 


SHOWING THE ORDER OF FREQUENCY OF THE SEVI TYPES EXPRESSED AS PERCENT 
AGES OF THE ToTaAnL NUMBER OF CONTRAC D PELVIS IN Eactl RACE 


WIHLITI BLACK 
Typical G. C. Typical 
Typ. Funnel 33.49 G. C. Rach. 33.17 
Simp. Flat 18.07 Typ. Funnel 12.87 
G. C. Funnel 1.75 (7. C. Funnel 10.06 
G. (. Rach. 3.02 Rach. 
\typical Simp. Flat 1.96 
Rach. Atypical 0.76 
QQ gg 99 


Upon considering the total figures, it is seen that in our material the 
tisual types of contracted pelvis occur somewhat more than four times 
less frequently in the whites (8.96 and 37.51 per cent), while the inei- 
dence of funnel pelvis is practically identical in the two races. This 
at oneve makes 1 probable that whatever factors are concerned in the 
produetion of the usual types Gperate more powerfully in the negro, 
while those concerned in the ewenesis of funnel pelves Operate approx- 
Imately equally in the two races. 

Furthermore, upon consolidating into a single group the generally 
contracted and generally contracted funnel pelves, it seen 
that combination is the most usual one in both races, but that it oe- 
curs nearly four times more frequently in the blaeks (20.983 and 5.38 
per cent). Moreover, in white women, the generally contracted pelvis 
is ¢losely followed by the typical funnel pelvis. while in the black the 
generally contracted rachitic is the second in order of frequeney. 


Again, upon uniting the generally contracted rachitic and flat: rachitic 


TABLE If 
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pelves into a single group, it becomes apparent that rickets plays an 
extraordinarily important part in the genesis of abnormal pelves jy 
black and an almost negligible one in white women 


eent). 


15.23 and 0.83 per 
In other words, in our material rachitie pelves occur eighteen 
and one-half times more frequently in the former. Finally, it should be 
noted that, while the simple flat pelvis is relatively frequently observed 
in white women and, in general, may be regarded as the pelvie abnor. 
mality par excellence in that race, it possesses but slight significance in 
black women. 

For further clarity, these relationships are expressed in Table 1] 
in which the several types are arranged in their order of frequeney, 
and are expressed as pereentages of the total incidence of contracted 
pelvis in each race. It should be noted that the funnel pelvis has been 
included in this tabulation, otherwise, the percentages of the other 
types would be higher. 

Reverting to Table I, it is seen that the incidence of abnormal pelvis 
in our white patients was almost identical in the two periods studied 
8.60 and 9.12 per cent), while in the blaeks an increase of over 6 per 
cent had oecurred during the second period (32.99 to 39.17 per cent 
Such a difference cannot be attributed to increased skill in the detee- 
tion of pelvie abnormalities, for, if it were, the findings in the white 
women should exhibit a corresponding change, but, as that is lacking, 
the increase noted must be due to some other factor. Upon analyzing 
the figures tabulated, it is seen, if those for the generally contracted 
typical and generally contracted funnel pelves are combined, that the 
percentage incidence for the several types in black women shows only 
insignificant variations, except in so far as the generally contracted ra- 
chitie type is concerned; but in that category the incidence has in- 
ereased from 9.43 per cent in the first to 16.25 per cent in the second 
period, an inerease of 72 per cent. Or, to express it in another way, 
we now find seven women presenting generally contracted  rachitie 
pelves, instead of four prior to 1910. 

This unexpected finding is difficult of explanation, for a priori one 
would expect that the improved living conditions and greatly increased 
wages, which the lower classes have enjoyed for many years, would 
have resulted in a diminution rather than an increase in the occurrence 
of rickets in general, and of this pelvie abnormality in particular. As 
our observations indieate the contrary, however, it would appear that 
the increased prosperity of the negro raee in this locality has not had 
the results anticipated, and in general has not led to increased well- 
being of their offspring. This ts not the place to attempt to study the 
question in detail, but our experience would seem to indicate that 
under the influence of urban life, the negro tends to degenerate plys- 
ically, and the startling disproportion in the incidence of rickets in the 
two races affords additional confirmation of such a belief. In a general 


way, it may be said that we are now treating the daughters of the 
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women delivered during the first period of the activity of the elinie, 
and it is our impression that, while the Lrequency of raehitie pelvis 
has increased, there has, at the same time, been a relative decrease in 
the number presenting excessive contraction. 

Course of Labor.—We shall now consider the course of labor in the 
9974 births complicated by contracted pelvis, which oceurred in. the 
second series, 1910 to 1924. Those in the first series have been omitted 
from our immediate calculation for the reason that they were tabulated 
in such a manner that their utilization might give rise to certain statis 
tical complications. 

Before taking up this study, attention should be directed to the faet 
that we have somewhat restricted the implication of the term live-birth 
and have limited it to those eases in which a living child accompanies 
the mother on her discharge from the Clinic. Such a restriction must 
necessarily tend to diminish somewhat our conception of what may be 
accomplished spontaneously by Nature or artificially by operative 
means; but, nevertheless, we believe that it gives a more correct idea 
as to what is aetually accomplished in the treatment of obstructed 
labor, as it exeludes from consideration the children who die from 
the effects of disproportion, as well as those succumbing to syphilis, mal- 
nutrition, or other causes during the two weeks following delivery. 

Exeluding 32 labors which occurred in women presenting the so 
called atypical varieties of contracted pelvis, such as spondylolisthesis, 
ecoxalgia, lumbar kyphosis, ete. there were 2,242 labors in the series: 
$76 in white and 1.766 in black women. 

Mig. 1, in which the ordinates of the graph represent the percentage 
frequeney and the abscissae, the length of the diagonal conjugate, ex 
pressed in half centimeters, gives a graphic picture of what occurs in 
each group, and indieates the great difference in the signifieanece of 
contracted pelvis in the two races. In the first place, it shows that with 
every additional half centimeter of contraction the colored woman has 
more spontaneous and fewer operative labors than the white woman. 
For example, at the upper limit of contraction, with a diagonal conju- 
gate of 11.5 em., there were several per cent more spontaneous labors 
and several per cent fewer operative labors in the blacks; whereas, at 
the other end of the graph, with a diagonal of 8.5 em., it is seen that 
the operative incidence was 100 per cent in white women, while a cer- 
tain proportion of colored women were still able to expel the child 
spontaneously. 

This difference is due to several factors: in part to the lesser weight 
of the colored children, but more particularly to the smaller size of 
their heads, as well as their greater compressibility and malleability. 
Furthermore, it would seem that the lower nervous organization of the 
colored woman enables her to withstand with relative impunity a 
vreater intensity of uterine contractions, as well as a longer dura- 


tion of labor. than the white woman. For these reasons, it sometimes 
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happens that with an identical degree of disproportion a spontaneous 


outcome may occur in the former, which would be out of the question 


in the latter. 


These differences become evell more striking pon studying Fig. ) 
Which was constructed to emphasize the difference in the course of labor 
in the most important type of abnormal pelvis in each race. namely, 
the simple flat in the white and the generally contracted rachitie in the 


colored. 
This graph, which is based upon the analysis of 135 labors in whit 


and 749 in colored women, shows clearly how much more serious 


the 


Percentage 


1.5 LO 0.5 10.0 9.5 7.0 


Conjugate Diameter 


simple flat pelvis is to the former than the generally rachitic is to the 
latter. In the white woman there are fewer spontaneous and many 
more operative labors than in the black; and the contrast is further 
heightened by the fact that, in the simple flat pelvis, the operative 
incidence becomes 100 per cent when the diagonal conjugate reaches 
9.5 cm.. Whereas in the generally contracted rachitic type spontaneous 
labor may oecasionally occur when the diagonal measures one centimeter 
less. 

Krom what has been said. no further argument is necessary to prove 


our contention that the simple flat pelvis constitutes the eontracted 
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pelvis par excellence in the white woman, and in our experience it mas 
give rise tO Serious dystocia even when mensuration indicates only very 
moderate anteroposterior shortening. Conseqeuntly, we do not hesitate 
to state that in the white woman a simple flat pelvis, with a diagonal 
of 10.5 em., is quite as serious as a generally rachitie one in a colored 
woman with one-half to one centimeter greater shortening, and that 
failure to recognize this fact in the past Was responsible for the loss 
of not a few white children. 

How can the difference be explained? Very simply to our minds, as 


the evidence available points to the probability that the generally con 


oo 


Percentage 


30| 
20 
10 

| 

| 

1.0 10.5 10.0 9.4 90 
Conjugate Diameter 
Ii Hlustestin the course of labor in white women with 


(do women witl contracted Chitic polwve 


tracted rachitic pelvis should be regarded as a manifestation of degen- 
eration, and that the child takes part in the process, as manifested 
by its smaller size. On the other hand, white women presenting flat 
pelves, as a rule, manifest no signs of physical degeneration, frequently 
exceed the average in height and weight, and have babies of more than 
the average size. That this is not a fanciful conclusion will become 
apparent when we consider, in the last section of this paper, our figures 
concerning the size of the ehild. And here it will suffice to say that in 
both races the largest children are born to patients presenting simple 


flat or typical funnel pelves, while the smallest are associated with the 
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generally contracted types, whether rachitic or not. In other words. j 
appears that the shortening of the iliac portion of the terminal length 
of the innominate bone, or the presence of an additional sacral verte. 
bra, which plays the causal part in the production of the two types of 
pelvis, respectively, cannot be regarded as a sign of degeneration and 
does not affect the size of the child: whereas the oe neralized arrest of 
development which characterizes the bearers of generally contracted 
pelves is a manifestation of degeneration and is frequently associated 
with similar changes in the full-term child. 

The considerations just adduced incline us to agree with Zange- 
meister that doubt should be cast upon the classical statement that in 
predicting the outcome in a given case, one-half of a centimeter should 
be added to the leneth of the conjugate vera of a flat pelvis in order to 
make it obstetrically equal to a generally contracted pelvis. Theoret- 
ically, this is doubtless true. but. as it fails to take into consideration 
the varying size of the child, it is practically incorrect. 


In connection with the course of labor. we ean only repeat, in common 


with all previous writers, that premature rupture of the membranes, as 


well as prolapse of the cord, occurs more frequently in contracted than 


in normal pelves, and that the former adds to the severity of the dysto 
cia, While the latter materially increases the fetal mortality. We shall, 
however, not attempt to adduce statistical data in support of our state- 
ments, for the reason that we have not at our command any compara- 
tive figures showing the incidence of such accidents in normal labor. 

From the time of Michealis and Litzmann, all writers have empha- 
sized the increased frequeney of abnormal presentations in labor com- 
plicated by contracted pelvis, and our experience bears out the correet- 


ness of their observations. as iS shown bv the accompany ing tabulation: 


( 

Ver nt 7 
bree ) 
SVCTS( 
mind 
Qg ] 


Accordingly, it would appear that breech presentations occur approx- 
imately twice as frequently, and transverse presentations thrice as 
frequently in contracted as in normal pelves, which naturally is com- 
pensated for by a corresponding diminution in the number of vertex 
presentations. It is unnecessary to emphasize the point, exeept to indi- 
cate that it necessarily increases the fetal mortality, and in neglected 
cases adds materially to the danger to the mother. 

Owing to the fact that cesarean section at an appointed time before 
the onset of labor constitutes the ideal treatment of the more serious 


{ 


eases of disproportion, and that in the more moderate ones we limit 
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vaginal xamination to the oreatest possible extent during the course ot 
labor, we have an inereasingly diminishing opportunity for studying 
sha behavior of the head durine’ its engagement and passaeve through 
behav | 

the pelvic canal. Consequently, we are able to say but little concerning 


the significance of the so-called anterior and posterior parietal presen- 


tations. Indeed, at the present time, practically our only opportunity 
for such observations is afforded by neglected cases which are brought 


to Us from the outside. or Iy our owl path nts in whom we have under- 


estimated the degree of disproportion. So far as our experience OCS, 
we agree with the older writers that the posterior possesses a much 
more ominous prognostic significance than the anterior parietal presen 


tation. Indeed, it is safe to say that the occurrence of the former iney 
itably indicates the existence of serious disproportion, which cannot be 
overcome by the unaided efforts of Nature: whereas the latter usually 
only represents an exaggeration of the relatively normal Naegele 
obliquity, is frequently a transient phenomenon, and by no means 


precludes a Spontaneous outcome. 


Vaternal Results.—After the more or less theoretical and statistical 


statements thus far adduced, the practical-minded person may inquire 
what have we really learned about the treatment of labor complhecated 
by contracted pelvis and whether such knowledge has led to the saving 
of more mothers and children. 


G AnD Net MA 1. MORTALITY 
SERIES SECOND SERIES 
TOL CASES 2 274 CASES 
PER CENT PER 
| eat 11 1.57 18 0.79 
Less infected on admission or not due to dystocia | O07 12 O58 
Du cont eted pely s or to service 7 1.0 6 0.26 
Gross Mortalitv, Both Series 
Net O.ALY 
GRO NET MORTALITY 
PER ¢ PER CENT 
Cases 1-2000 1.90 0.95 
"001-4500 1.33 1.04 
74 


Tables TIL and TV will answer these questions briefly, but some dis- 
cussion may be required to justify the methods employed in converting 
the gross into the net mortalities. Casual inspection of Table IIL shows 
that there were 29 maternal deaths in the 2,975 deliveries in the two 
series, and that the gross mortality was only one-half as great in the 
second as in the first series. On the other hand, it is claimed that the 
actual or service mortality was diminished nearly four times, namely, 
from 1.0 to 0.26 per cent, and here, in order to carry conviction, it is 
hecessary to consider certain details. 


In the first series there were eleven maternal deaths. four of which 
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were ¢learly not due to the service. One of these patients (No, 29299 


died from toxemia, with no sign of infection at autopsy, while the other 


three (Nos. 372, 694 and 2.568) were admitted infeeted with dead chil 
dren after futile attempts at delivery by outside physicians, and die 
later from infection. The remaining 


sever deaths were due to the 


One of the 
remaining two deaths was due to infection following the only sVmphivse- 


service, and included five deaths following cesarean section. 


otomy done in the Clinie, and the other was from shock following rp 
ture Of the symphysis ina very stout woman. It might be added that 


the cesarean deaths occurred during our period of learning, and that 


only one of them followed an elective section, while the othe r three o 
curred in patients who were operated upon late in labor and after the 
development of intrapartum infection, in other words, in the type ot 
ease Which we now treat by radical or by low cervical scetion, 
Passing to the consideration of the eighteen deaths in the second 
series, It is found that ei¢ht of them had no connection with contracted 
pelvis, as becomes evident from their mere enumeration: 
No. 5.709, Rheumatic endoearditi 

6,096, 9,046, 10,578, Eclampesin 
9491, Influenzal pneumonia 
12,481, Typhoid fever 


12,905, Late chloroform poisoning 


Of the ten deaths remaining, we feel that three certainly and_prob- 


ably a fourth, should not be attributed to the service. Thus, Cases 


9.76714 and 10,054 were already infected when admitted, while Case 
7,901 had lobar pneumonia and died from a late pneumococcus septi- 
cemia. There may, however, be some 


discussion about the fourth 
death (7,390 


This oceurred in a black patient with a 11.5 em. gen- 
erally contracted pelvis, who was admitted in labor with a dead child, 
She had an osteomyelitis of one knee, primary syphilis and a suppurat- 
ing bubo. Labor was spontaneous and easy and no vaginal examina- 
tions were made. 


Death occurred on the tenth day, and autopsy showed 
that it was due to streptococcus peritonitis. It appears clear that the 
fatal outcome was not the result of dystocia, nor of infection originat- 
ing with us, although its exact mode of production must be regarded as 
open to question. 

On the other hand. we must accept full responsibility for the six 
deaths remaining. Three cf them were due to infection following spon 
taneous or forceps deliveries. The fourth death (6,780) was due to 
hemorrhage and shock following rupture of the uterus, which had 
occurred in the out-patient department. The fifth death (9422) oe- 
eurred unexpectedly a few hours after a pubiotomy and was probably 
the result of shock or of an embolus, but. as an autopsy was not obtain- 
able, its exact cause will never be known. Finally, the last death (8,836 


resulted from general peritonitis following an elective cesarean section, 
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and was due to accidental injury to the intestines whieh were adherent 
ty the abdominal scar of a previous section. 

We feel that the deductions made will bear rigorous criticism, and 
justify the statement that only six of the eighteen deaths in the second 
series should be attributed to the service. This constitutes a striking 
diminution in mortality and indicates that the danger of labor eom- 
plicated by contracted pelvis was far less in the second than in the first 
series. The improvement was especially marked in the results follow- 
ing cesarean section, as five deaths occurred in the 26 operations per- 
formed in the first series, as compared with a single death in the 221 
operations in the second series, a reduction from 19.23 to 0.45 per cent. 

In connection with the maternal mortality it is interesting to note 
that only three of the 29 deaths in both series occurred in white women. 
As there were 669 white and 2,303 black labors in the two series, it 


appears that one death occurred to every 225 and 89 labors in the 
two races, a percentage of 0.45 and 1.12, respectively. This means that 
the gross mortality was two and a half times greater in the black 
women. Moreover, the diserepaney becomes even more striking when 
only the net mortality is considered. In this event it is found that all 
but one of the deaths occurred in colored women, a percentage of 0.15 
and 0.57, respectively. In other words, the net mortality was three and 
eight-tenths times higher. 

How can this difference be explained? We must confess our inability 
to give a satisfactory answer, but as the patients were treated in the 
same institution and along the same general lines, it would appear that 
the solution must be sought in certain conditions peculiar to the negro 
race. At the first glance, it might be suggested that more colored 
women enter the service after becoming infected outside, either as the 
result of imperfect medical attention or of ill judged attempts at de- 
livery; and, if the gross mortality alone were considered, this might be 
regarded as a plausible explanation. On the other hand, the diserep- 
ancy becomes even more striking when the net mortality is considered ; 
but, as in that caleulation all such cases had been eliminated, we are 
forced to seek some other explanation. 

Again, it might be argued that more severe degrees of disproportion 
are encountered in the negro women, so that when a cesarean section 
is not done on account of an error in prognosis, the patient will be ex- 
posed to greater danger of infection and exhaustion. This suggestion, 
however, scarcely appears tenable when it is recalled that we have al- 
ready shown that more severe dystocia oceurs in white women with 
simple flat than in black women with generally contracted rachitic 
pelves. This being the case, it would seem that the explanation must 
be sought either in the supposition that the black woman is less re- 


sistant to the strain of difficult delivery, or that there is something 


about her which renders her more: liable to infection and more sus 
ceptible to it when it develops. 
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In our judgment, something may be said in favor of each SUpposi- 
tion, althoueh it is as Vel innnypn ssible to adduce satisfactory evidence in 
favor of either. In order to prove the correctness of the first, extensive 
statistical studies would be required, which cannot be undertaken at 
this time. Similarly, although we have recently gained the lM pression 
that with identical technie colored patients show a considerably higher 
Incidence of febrile puerperia following normal labor, we are not 
Ina position to suggest an explanation for the clinical observation. For 


these reasons, we must be content to emphasize the fact that our ex 


pelvis offers a 
much more serious prognosis in colored patients, and 


perience shows that labor complicated by eontracted 
to defer to 
the future any attempt to adduce a conelusive explanation as to why 
it is the case. 

Fetal Resulty.—Table LV gives a summary of the fetal mortality and 
shows that. while there was an increase in the total number of fetal 
deaths in the second series, the net mortality due to contracted pelvis 


had per cent to 2.51 per cent 


| 1\ 
I} COND SERIES 
70] 2 274 CASES 
PER ¢ PER CE 
Total fetal deaths OS, 70 "SH 12.58 
Due to contracted pelvis ; LO 107, 1.71 
Less dead on admission et 1.00 G7 2.51 
NI Mi 

| s 1-2,000 1.7 

OOT-4,500 


The increase in the total number of fetal deaths is probably. at- 
tributable to the fact that in the first series no cases were considered 
unless the child weighed 2.000 e¢rams or more, while in the second series 
all children were ineluded whieh had reached the period of viability. 
As a result, we had to deal with more deaths from prematurity, general 
debility and syphilis in the second than in the first series. Naturally, 
in computing the net results, it was necessary to deduct all children 
which were dead at the time the mother was admitted to the Clime, 


particularly as a considerable mumber of patients came to us after hav- 
ing been subjected to attempts at delivery by their own medical at- 
tendants. For reasons which will be given when the question of treat- 
ment is discussed, we have divided the first series into two subdivisions: 
namely, those preceding and those following the two thousandth ad- 


mission. <A elance at Table IV shows that 


a steadv decrease has 


eurred in each of the three periods, the net mortality being 29 per 


eent less in the second than in the first, and 26 per cent less in the 
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third than in the second yr riod, which indicates that more extended 
experience and more rational treatment has led to progressive improve- 
ment in the chances for the ehild. 

In the preceding section attention was directed to the differential 
maternal mortality in the two races, and, accordingly, the question 
arises as to whether similar differences obtain in the fetal mortality. 
Upon analyzing our figures such was found not to be the case, the gross 
fetal mortality being essentially the same in both races, 12.11 per cent 
in 670 white, and 11.717 per cent in 2.305 blaek labors. On the other 
hand, the mortalits due directls to contracted pelvis Was distinetly 
ereater in the white children, and exceeded by two-fifths that of the 
colored children (6.73 and 4.12 per cent Such figures can only mean 
that more black children succumb to causes unconneeted with dispro- 
portion, and a little refleetion will confirm the correetness of sueh a 
conclusion, as we know that syphilis, prematurity and general debility 
take a much larger toll from them than from the whites. Furthermore, 
the difference in the size and malleability of the fetal head in the two 


races would imply that the dangers of disproportion should) be less in 


the black race; whereas, in’ white patients, any error in determining 
the degree of disproportion will necessarily be attended by more seri- 
OUS 

Treatment. During the twenty eleht Vvears covered by this study, 
the treatment of labor complicated by contracted pelvis has undergone 
many changes, which in general can be studied most conveniently by 
dividing cut activity into three periods: 1896 to 1905, 1905 to 1910, 
and 1910 to 1924, which we shall abbreviate as periods, 4, B, and C. 

A glance at Table Vo shows that a single operation predominated in 
each of the three periods and that version and extraction, pubiotomy, 
and cesarean section, respectively, followed one another as the opera- 
tion of choice 


TABLE 
NUMBER OF OPERATIONS FOR CONTRACTED PELVIS PeEnlop, AND 
rik PERCENTAGE ENCIDENCE IE SEVERAL OPERATIONS 
A Cc \ l ( 

co, 

Low and mid foreeps S 19 13.63 13.30 
High forceps 10 l 1-4 1.67 £.08 
Version and extraction 24 P5.00 
Pubiotomy 24 12 1.52 10.00 3.50 
Destructive 7 | 1 10.61 1.67 13.12 
Total 6G 60 243 100% 

ten breeeh extraction sundry operations. 


During the first period, the mortality from cesarean section was still 
relatively high, and, except in occasional instances, the operation was 
not resorted to until the patient had been subjeeted to the test of labor ; 
in other words, we had not yet learned that it gives ideal results only 
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When performed at the beginning of labor. or better still at an ap- 
pointed time shortly before its onset. Furthermore, we had not €))- 
tirely freed ourselves from the belief that prophylactic version was a 
desirable procedure, and that there was still a considerable field for 
the employment of high forceps. Consequently, version extrae. 
tion, high forceps, and late cesarean section were the operations most 


connnonly employed during that period, with the result that both ¢] 


fetal and the maternal morta 


was relatively high. In general. the 
first period mas be regarded as the premitun paid to experience, and 
it in safe to say that the two most important lessons we learned durine 
it were: first, that when the patient is subjected to a test of the seeond 
stage of labor, a spontancous outcome may occasionally occur under 
what appear to be most unfavorable conditions; and second, that con 
valescence after supravaginal hysterectomy is much more satisfactory 
than after the classical section. 

The second period began with the introduction of pubiotonin Al 
though one of us had the privilege of personally following Pinard’s 
work with Wwe could hot become enthusiastic about it : 
while, in the early days of the Clinic, the death of the only patient 
upon whom it was performed did not serve to increase our euthusiasm 
Consequently, when Van der Velde and Doederlein introduced the 
operation of publotomy, we were ready for the innovation; as, in 
cases of moderate disproportion. it apparently afforded us a means of 
subjecting the patient to a test of the second stage of labor and at the 
same time of avoiding the dangers of late cesarean section 

In several publications we gave our experience with pubiotomy, 
and we slowly learned that, while it gave very satisfactory maternal 
results, it was attended by so high a fetal mortality as to do away 
with its advantages. At no time did we regard it as an ideal pro 
cedure or as a primary operation, and we always looked upon it as a 
makeshift device which gave us a chance to save the child when we had 
miscalculated the degree of disproportion and had allowed the time ol 
election for cesarean section to elapse. Gradually. however, we re- 
sorted to it less and less frequently, until finally we limited its em 
ployment to a single indication: namely, certain cases of funnel pelvis 
in voung women, in whom it sometimes afforded not only a means ol 
overcoming the existing dystocia, but also of converting the contracted 
into an essentially normal pelvis. But. even with this restriction, ne 
pubiotomys has been performed in the service since 1920 

While we were going through this experience, we learned even more 
thoroughly than betore to appreciate the wonderfully conservative 
powers of Nature, as well as how to differentiate with greater cer- 
tainty between the patients in whom a spontaneous outcome could or 
could not be expected Furthermore, we became still more thoroughly 
impressed with the danger of late cesarean section, unless it were fol 


lowed by supravaginal amputation of the uterus, which would put an 


WILLIAMS AND SUN: LABOR COMPLICATED BY CONTRACTED PELVIS 749 


end to the reproductive career of the patient. It will be noted that 
during this period high forceps almost completely disappeared as an 
operative procedure ; while version and extraction, either as a means of 
delivery after publotomy or as an independent operation still enjoyed 
» considerable vogue. 

It Was during’ this second period, that we learned that the enploy- 
ment of radical operative procedures in place of the so-called conserv- 
ative ohes Ho only led loa reduetion in the total operative incidenee, 
but also to a considerable lowering of the maternal and fetal mortality. 
A glance at the table shows that the combined incidence of pubiotomy 
and cesarean seetion was only slightly inferior to that of the latter 
operation in the third: series, 

This bring us to the last period, 1910 to 1924, and je, > shows 


hetter than words the tendencies which have voverned the Operative 
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treatment of pelvie dystocia during the entire twenty-eight years under 
consideration. 

The last period is characterized by two outstanding features: first, 
the greatest possible extension in the application of prenatal eare, and, 
second, a considerable inerease in the employment of cesarean section. 
The patients are encouraged to rewister in the prenatal service as 
carly in pregnaney as possible, and to return at monthly and later at 
biweekly intervals. In this way. no cases of contracted pelvis eseape 
recognition, and as pregnaney advances the development of dispro- 
portion and the cecurrence of abnormal presentations are detected. 
Approximately a month before the expected onset of labor, all patients 
Who present any problem, are examined by the head of the department 
or by his chief assistant, and if necessary return at intervals for further 
investigation. At these examinations. not only are the pelvic measure- 


ments verified, but every effort is made to determine the degree of 


} 
| 
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disproportion by estimating the size of the fetal head and by ascer. 
taining to what extent it overrides the symphysis pubis. 

In this way, it is usually possible to divide the patients into two 
groups: those in whom the disproportion is so great that our experi- 
ence leads us to believe that engagement will not occur no matter hoy 
efficient the uterine contractions may be, and those in whom it is so 
moderate that a spontaneous termination of labor can confidently be 
expected. The former are subjected to classical cesarean section a 
few days before the calculated date of confinement, with ideal results 
for both mother and child; while the latter are admitted to the Clinic 
for observation or are directed to enter it at the onset of labor. In 
the latter type of case spontaneous birth is the usual outcome, and as 
time has gone on the proportion of spontaneous deliveries has steadily 
increased. It must not, however, be understood that we make any 
claim to omniscience, as we sometimes underestimate the deeree of 
disproportion with the result that the anticipated spontaneous labor 
does not occur. In such circumstances, the patient is subjected to a 
fair test of the second stage, and, if it proves ineffectual, she is de- 
livered by what promises to be the most conservative procedure. — If 
the degree of disproportion Is moderate, version followed by extrac- 
tien is still occasionally emploved with reasonably satisfactory results; 
while if the disproportion is more marked, low cervical section is re- 
sorted to unless definite signs of intrapartum infection develop, when 
radical section is performed. Naturally, such treatment is not ap- 
plicable to the considerable number of patients who are admitted with- 
out prenatal eare or after having been attended in their homes by 
their own physicians. In them, classical cesarean section is naturally 
out of the question, so that if radical operative interference is indi- 
eated, the choice les between low cervical and radical section, or 
eraniotomy if the child is dead or dying. 

From what has been said, it is apparent that we believe that the 
ideal treatment of disproportion by all-wise obstetricians would con- 
sist in such ideal prenatal care as to permit the differentiation of all 
patients into those who will require cesarean section and those who will 
not, with the performance of classical section before the onset of labor in 
the former, and with spontaneous delivery in the latter. Unfortunately, 
such prognostic ability is unattainable, and, if it were, it is safe to say 
that most of us would find it difficult to live in the same world with those 
possessing it. Fig. 4, however, shows to what extent we have been able 
to approximate sueh an ideal in recent vears, and it indicates clearly 
that in the least and most marked degrees of disproportion theory and 
practice are in close accord. On the other hand, in the intermediate 
degrees, the divergence between the curves representing the total opera 
tive incidence and the curve for cesarean section gives a good idea ot 
the extent of our failure. 


Naturally, the pessimist may object that such teaching is dangerous, 
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as it is liable to lead to abuse by ignorant or conscienceless practitioners, 
who may become so liberal in their indications that the two eurves 
must inevitably coincide. We do not believe that even the most eaptious 
would venture to suggest such a criticism in our case, for we feel that 
we have been truly conservative in our indications, as we have been 
constantly guided by the following considerations: First, we have 
always contended that the greatest conservatism consistent with the 
welfare of the patient should be practiced in a teaching clinic; second, 
we have consistently taught that every operative interference should 
be revarded as a failure on the part of Nature, and that a mueh higher 


Percentage 


Conjugate QDiamever 


Fig, 4.—Graph showing the total operative incidence and the part played by cesnrenan 
section in the third period. 


degree of intelligence is required 10 predict a spontaneous outcome in 
a borderline pelvis and to see it occur than to perform any operation, 
no matter how brilliant; third, the performance of 221 sections in the 
last series of 2,275 labors complicated by contracted pelvis, an incl- 
dence of 9.7 per cent, in itself affords conclusive evidence that we 
have not been unduly radical; and fourth, and finally, from what we 
know of the operative tendencies throughout the country, we are con- 
vinced that few heads of clinies, with so large a contracted pelvis mate- 
rial, would be eontent to allow anything like so many operative 


possibilities to escape as we have. 
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permissible to sav a Tew words revard 


ing the several types of cesarean section and our reasons for employ 
ine them Except during the past few years, eur choice lay hetweer 
the classical and radieal operation, and as has been pointed out els 
where, we eradualls came to the conelusion that the former whey 
properly performed upon healthy women at an appointed time at 
thie Che He aor \ ithin al \\ hours after the Onset oft labor. 
vives ideal results for both mother and child. Furthermore, the fae 
that onk a single deat from infection after elective section occurred 
in our last series of eases has still further confirmed our opinion. Con 
sequently, re not tempted to resort to the low cervical seetion 
as an electi procedure, and our intuition im this respeet has been 
proved correct I) DelLee’s admission that such anatomie conditions 
sometimes follo hie econd operation is attended with eon 

lerable diffieutl 

A glance at Fig. 4 will show at we hay lone a relatively larg 
number of radical sections, and we are aware that our practice may 
expose us to a certain amount of eriticism. Our reason for the choice 
of tha Operation is Two old. In the first prbanc It has given Us extra 
ordinary sul In th presence of suspected or act il infection: the 
analysis by Tiarris of 64 such operations performed in our service up 
to 1922 showed that not a mm infection, 


single death had occurred tro 


of the patients were admitted in 


‘avorable experience continued throughout 
is not until Sept mber, 1925, that the first 
followine a racdieal and In that 
it its source was an old preexisting broad 
han anvthine immediat 1\ connected witl 
\ have gladly embraced every oppor 
racical Oper hen it appeared inci 
adm | that we have oceasiona saerl 
| nally r 
lot a few women are alive today who would 
4+] 

ry procedure been chosen, In the secon 
radical operation as the method of choice 


or effecting sterilization at a third or fourth section, particularly in 
colored Omen sue when ve broach the 
oO} il vs he patient if she wishes to continue to 
mien ate after the operation, and if she repli he negative, as 
most colores omen do, we amputate the body of tl iterus with a 
good Conscience | knowledge that it will effect the desired 
re itl } ( bral hice alesc hee will 
uncompl cated 

In hh sa tory results. we were slow in taking up the 
lo ( it «lidl app il Is nn veneral 
primeip ! nothwithstanding the wood results reported 
by imanmy op ollowing its employment in questionable or actually 
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niveted patie nis. we were unable to reconeile ourselves to it. until 


mer had worked out in our Clinie the peculiar histologic mechanism at 


the base of the broad Igament which apparently affords an unexpected 


of protection against infection extending direetly from the 
r originating in the pelvic connective tissue. During the past 
our years, however, we have done a number of cervical sections upon 


patients Who had passed the time of election for the classical operation, 
nd in Whom we would previously have resorted to a radical section; 
ma. notlwithstanding the facet that certaim patients showed of 


definite antepartum infection before interference, the results were 


inexpectedly good. None of the patients died, but many had a storm) 
nvalescence, and not a few went through a prolonged) suppurative 
process, but eventually recovered. In general, it may be said that the 
onvalescence was more complicated than if a radical operation had 
heen done, but as the patients were eventually discharged alive and 
vith the possibility. of further pregnaney, the outcome must be con 


dered satistacto 


To summarize, it may be said that while we do not share the en- 
thusiasm of many of the advocates for the new operation, it must be 
admitted that it has a definite place in the treatment of contracted 
pelvis, and it would seem to be indicated in’ patients who are seen 


late in labor, but who are not definitely infected. or in 


whom the degree 
of disproportion has been underestimated, and the mistake appreciated 
so late in labor that we do not dare to resort to the classieal operation 
and yet are unwilling to remove the uterus. Utilized in this way, if 
will serve to a considerable extent to displace the radical operation, 
which will come to be reserved almost exclusively for patients with 
frank antepartum infection, or for those whonr we wish to sterilize. 

Weight of Children In conclusion, we desire to direct attention to 
certain considerations which have developed from the study of the 
weight of the children in our two series 

In the first series our deductions were based upon the average 
weleht, whereas, in the second series modal calculations were made. 
Kor the latter Purpose the number of children were determined whieh 


fell into each of the following weight groups: 


Less t 2 


20-5 499 
49 


1500 orams 


should be noted threat. in addition 10 the children born 
mothers presenting the more usual types of contracted pelvis. we have 
considered those oecurrine in funnel pelves as well. 


If we set the normal weieht of the newborn child at 3.250 erams. 
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it is found that the number of children which attain or exceed that 


figure varies greatly in the two races, as well as in the several 
types of pelvis. This is clearly shown in Table VI, which indicates 
that practically one-half of the white and two-thirds of the colored 
children fall below that limit, which makes it readily understandable 
Why so many more spontaneous labors occur in the blacks than in 


the whites, 


TABLE VI 


\ WEIGHT OF THE CULLDREN Born 
PLACK 
3,200 GR. 5250 GR. 
UMBI NUMBEI 
OR OR MORE 
G. C. Typical 258 728 219 30.8 
G. C. Funnel 38 204 $4 
Simple Flat 135 77 O71 11 21 51.2 
G. Rach. 14 16.7 740 212 
Mlat Rach. 1G 20) 3.5 15 60. 
Typical Funnel 115 D0, 34.7 
Total Numbe | 1996 595 
14.6404 29.81% 


The study of these findings, as compared with those obtained from the 
average weight as in the first series, shows how much deeper an insight 
into the situation can be obtained by the modal method. For example, 
upon calculating the average weight of the 701 children in the first 
series, it was found that the 177 white and 524 colored children pre- 
sented an average weight of 3,212 and 2,992 grams, respectively. In 
other words, the former averaged 220 grams heavier than the latter. 
To most of us this difference of a little less than cight ounces has only 
a limited significance and in no way prepares us for the fact that less 
than one-third of the colored children attain to what is usually con- 
sidered the average weight. Further consideration of Table VI also 
reveals several additional interesting facts. In the first place, it ap- 
pears that in every type of abnormal pelvis more heavy children are 
born to the white than to the black women, the only exception being in 
cases of flat rachitic pelvis, which occurred so relatively infrequently 
in the colored race as to make any calculation dubious. In the second 
place, it is evident that in both races the heaviest children are born 
to women presenting simple flat pelves, and the lightest to those with 
generally contracted funnel pelves. On the other hand, the typical 
funnel pelvis appears to be associated with the second heaviest group 
of children, while in the colored race the children born to mothers 
presenting generally contracted rachitie pelves are unusually small. 

In other words, it appears that small children are associated with 
all of the generally contracted types of abnormal pelvis, and relatively 
large ones with the simple flat and typical funnel varieties. Naturally, 


it is impossible to explain such variations satisfactorily, but it would 


— 
_ 
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appear plausible to assume that the generally contracted types 
may be regarded as stigmata of degeneration, and that the 
imperfect development of the pelvis represents only one of the mani- 
festations of the generally imperfect development which characterizes 
the entire individual. In this event, it would seem probable that the 
children would participate in the maternal characteristies, and a cer- 
tain plausibility is lent to this view by the faet that the smallest chil- 
dren in both races are associated with the generally contracted funnel 
pelvis; and it would not require a great stretch of imagination to 
assume that that type of deformity may be regwarded as a manifesta- 
tion of extreme physical degeneracy. 

On the other hand, it is a matter of clinical experience that the 
women with simple flat and funnel pelves are often large in size, and 
present no manifest signs of physical degeneration, so that in many 
instances the abnormality would escape recognition exeept for routine 
pelvimetry and the clinical signs of disproportion. For this reason, it 
would appear that the shortening of the iliac portion of the terminal 
length of the innominate bone, or the presence of a sixth saeral 
vertebra, which are the causal factors in the production of the two 
types of pelvis, respectively, may be regarded as accidental oceur- 
renees, Which are in no way associated with general physical degenera- 
tion, and, consequently, the children born to such women would attain 
or exceed the usual size and present no stigmata of degeneration. 

Whether such theoretic considerations are justified or not, the facts 
brought out by the modal consideration of our findings are of great 
interest, and serve to explain in a satisfactory manner why a white 
woman with a simple flat pelvis may have a relatively difficult labor, 
as contrasted with the relatively easy one in a colored woman with a 
generally contracted rachitic pelvis presenting a conjugata vera of 
identical length. 


For discussion see page S61.) 
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THE IMPROVED PROPHYLACTIC: METHOD OF TREATING 
ECLAMPSLA, WITIL COMMENTS ON THE VARIATIONS SUG- 
GESTED BY WILLIAMS, STANDER, SPEIDEL, AND KING 


By Srrocanorr, M.D.. LeENinGRApD, Russta 


oe prophylactic method, which for twenty-eight years 
has been giving the best results, is used at the present time, in its 
exact form, by very few. Schiller (Germany) and Speidel (U.S. A, 
correctly state that this procedure was the first definite plan offered 
for the conservative treatment of eclampsia in this century. But, 
notwithstanding the fact that many thousands of cases have been 
treated successfully by this method and its variations, the ineredulous 
attitude of physicians toward it has not changed, as is proved by the 
following comments: 

1. Zweifel claims that the best results in the treatment of eclampsia 
are found in the clinie at Leipzig, where the mortality of the mothers 


is recorded as 5.9 per cent. [| showed (.treh. f. Gyndh., exvi, part 2 


that the maternal mortality in our clinie (Petrograd) was 1.4 per cent. 
It isas though Zweifel were trying to prove that 8.5 is better than 1.4. 
2. Prof. Whitridge Williams, in his excellent 


tality as 10.3 per cent (pp. 620-621, tifth edition 


book, notes our mor- 

vet on page 626 he 
asserts that the Dublin method gives equally good results, whieh is 
likewise a statement to the effect that 1.7 equals 10.3. 


3. Dr. Speidel writes,—‘Ilis (Stroganoff’s) latest statisties are even 


better and in a considerable number of cases conducted by himself 
there has been no mortality.”’ Later on he continues, ** The method 
does not seem to have met with ereat favor in this countrys and re- 
ports upon its use indicate that the same results have not been 
duplicated here.”’ And again, **The Rotunda (Dublin) method offers 
the best results at present.’’ Now, as a matter of fact, nobody in the 
United States, so far as 1 know, has applied the prophylactic method 
systematically in a sufficient number of cases; and likewise, no one in 
Great Britain (outside of Dublin) and in the United States has ap- 
plied the Dublin method in a sufficient number of cases to obtain 
reliable statistics for the results of either method. Dr. Speidel hin- 
self has used a variation of the Dublin method in eleven cases, and 
has lost two patients, a mortality of 18.2 per cent. 

The above facts are difficult to reconcile. Why is it that a method 
viving results three to ten times better than the average (1.27- 


avaiust IS accurately applied by almost no one, In King’s 


I tor’ Not been found nece to ubject Profs r Stroganott 
riche te const «le ee correction nd revision in order to adapt It to 
bul b hoped tl t change in the context or the ithear opinion 
beet ‘ 
Thi rtion net ir Ceol With the original reference 
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article, there are statistics showing in the Charity Hospital (New 
Orleans) a maternal mortality from eclampsia of 49 per cent. 

My opponents regarded the good results of my first reports as 
casual. Later they explained the good results in over three hundred 
exses as due to the mild character of ¢ ‘lamipsta in Leninerad. The 
fallacy of this last argument is proved by the facet that in most of the 
lving-in hospitals in Leningrad the mortality was much greater than 
in ours, and in those hospitals where the mortality was small, the 
treatment was similar to ours. As illustrative of the variable char 
acter of eclampsias, Prof. Novoselsky states that 86,759 births of 
livine children were registered in Leninerad duvine the Vears 
1924. and that durine the same period there were 71 deaths from 
eclampsia, Le. 1:1222; whereas, in Germany this ratio was 1 :2000 
3000. and in) Eneland and Wales, 1:1385 In Leningrad, at the 


Inegiereff Lying-In Hospital during the vears 1919-1923, the mortality 


from eclampsia was 16.4 per cent; in the Obutroy Tospital during the 


vears 1919-1923, the mortality was 35.9 per cent: whereas in our insti 
tution there was a mortality of only 1.7 to 2.6 per cent 

The reasons the prophylactic method ino the hands of others 
has given less favorable results than in our own seem to have to do 
almost entirely with the technic of appleation. The drugs have not 
been applied In the combinations and over the periods of time de 
manded by the prophylactic method, nor has the requisite nursing 
been given. Dr. Rullet. at the meetine of the Soclets of Obstetricians 
and Gynecologists, Leningrad. June 11, 1925, stated that after witness 
ing my application of the prophylactic method, it was clear to him 
that he had been attempting its use in quite a different manner. 
However, good results are to be obtained only by exact application of 


tl 


the climes of Profs. Leopold, Krénig, and Zopritz. Medical scepticism 


method, a facet which explains the execllent results obtained in 


as to the prophylactic method should vield before two proofs: 


The treatment of a sufficient number of cases of eclampsia to exclude 
chance of casual results. (2) The demonstration in the Iving-in hos 
pitals of various countries that the prophylactic method results in 
scarcely any mortality in appropriate cases. The first of these proots 
is detailed at some leneth below: as reewards the second, | have had 
very satisfactory results in all medical establishments in whieh | have 
demonstrated my method, but. of course, the number of cases was not 


so large as was desirable. 


I. NOTES ON A SERIES OF THREE HUNDRED CASES OF ECLAMPSIA TREATED 


WITTE THE IMPROVED PROPILTYLACTIC. 


lL. OF 300 patients, S died. 2.6 per cent Of the latter, 4 arrived at 
the elinie moribund and died in from three to eight hours after adimis- 


sion, 


= 
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2. Two patients with mild eelampsias, the first of whom had one 
convulsion, the other, three, died from pneumonia and sepsis. An- 
other patient could not be treated by the prophylactic method 
beeause of the laek of chloral hydrate; in addition this patient had 
had both legs amputated as the result of an accident. In only one of 
the eight fatal eases was it impossible to control convulsions. During 
the tenth and eleventh convulsions, this patient had an apopleetie 
seizure and died. Possibly without this complication, her life mieht 
have been saved. Postmortem examination by Prof. Shorre showed 
a heart permeated with fat, particularly on the right side where the 
fat reached the trabecular muscles; generalized adiposity, grippal 
bronchitis, pulmonary hyperemia without edema, multiple hemor- 
rhages and neerosis of liver, chronie perisplenitis, degeneration of 
kidneys (nephrosis), ¢ysts and hypoplasia of true corpus luteum, nor- 
mal postpartum uterus, and fresh hemorrhage into the fourth ven- 
tricle. ‘To sum up, we had a general mortality of 2.6 per cent and a 
reduced mortalits of 0.3 per cent. 

3. In 40.5 per cent of the 300 cases, there was not a single eonvul 
sion from the beginning of treatment; in 44.7 per cent there were 
from one to three seizures, and four or more in Td per cent. 

We observed a great number of ‘tintercurrent eclampsias,’’? Le., 
eases in which there is freedom from convulsions for twelve hours or 
more before delivery. 

In 1916, before and during labor, we had 27.5 per cent intereurrent 
eclampsias. Postpartum eclampsias are excluded because they could 
not be intercurrent. Among eclampsias during labor there were 65.8 
per cent that were intercurrent. 

». In five cases, 1.6 per cent, there were psychic disturbances. 

6. The mortality among children is relatively favorable, amounting 
in the whole group to 16.6 per cent. But if prematurely born children 
weighing less than 2000 grams) that died from exposure, operations, 
ete.. before treatment was begun, be exeluded, the fetal mortality 
from eclampsia is 6 per cent. 

7. There was not a single maternal death due to treatment. It 
is known that in treatment of eclampsia by forced delivery, approxi 
mately 4 per cent of the mothers die as a result of the operation, 

Ss. There was a relatively small number of operative deliveries, 
per cent. 

9 There were a few cases (1.5 per cent) of pneumonia. 

10. Rapid recovery of the patients was general. 


On the basis of these 300 cases of eclampsia as well as from the 


analysis of 578 preceeding eases treated in our establishment by the 
less perfeet variety of the prophylactic method, [T have reached the 
conclusion that an almost absolutely favorable prognosis can be given 


for the mothers in eases that have not been neglected. 


eTROGANOFF IMPROVED PROPITYLACTIC: TREATMENT OF ECLAMPSIA Too 


In 1918 I was able to collect from the literature, which is far from 
complete, 2208 cases of eclampsia treated by the old method and its 
variations, With a total maternal mortality of 9.8 per cent. Among 
878 children, born of eclamptie mothers whose history is recorded, 
the mortality after treatment by this method was about 12 per cent 
less than in eases treated by other methods in the same c¢linies. <A 
further search of the literature by Prof. Hinselmann revealed 1094 


additional eases treated by the old method, up to 1924, which inereases 


the number of eases to 3502, of whieh 857 (10.8 per cent terminated 
fatally. 

On the basis of my papers and after studying the literature, Prof. 
Hinsehnann writes: ‘*Ten and eight-tenths per cent and even 2.6 per 
cent mortality and 60 per cent of cases with repeated convulsions are 
not satisfactory figures.’’ Our results demonstrate that the first figure 
ean be diminished very considerably but it is more difficult to lower 
the second. The number of convulsions can undoubtedly be reduced. 
However, mortality can be diminished only if patients are hospitalized 
at an earlier period of the disease. 


I. DEMONSTRATIONS OF THE PROPILYLACTIE METILIOD IN| FOREIGN CLINICS 


Treatment of cases in foreign elinies has shown excellent results, 
although the number is unfortunately small. In 7 eases of eelamp- 
sia which I treated in Heidelberg, Vienna, Berlin, and Austria, all 
patients recovered. Of these, 4 did not have a single convulsion after 
beginning the treatment. The fifth had one, the sixth two before 
delivery, with a relapse of one during labor after sixty-three hours, 
and with one more fit nineteen hours after delivery. Only one patient 
had six fits. Thus, in 57 per cent the convulsions stopped immediately 
after beginning the treatment, in 28.7 per cent they were observed 
once or twice, and in 14.3 per cent there were more than three fits. 
These figures would have been of no value had they not coincided with, 
or more properly speaking, exceeded the results obtained in Leningrad 
in hundreds of cases, which have previously been published. 

A more convineing experiment was that of treating eclampsias in 
different hospitals of Leningrad, partiy by personal attendance and 
partly by telephone consultation. Since Mareh, 1925, 1 have been 
called in consultation on 21 cases of eclampsia in Prof. Snegiereff’s 
hospital. All of these patients recovered, and most of them had no 
fits after the beginning of my treatment. Only one patient, in whom 
the treatment was incorrectly carried out, had a severe course (16 
fits). When this 100 per cent of recoveries Is compared to the former 
death of one in every six cases of eclampsia in this hospital, the 
experiment must be eonsidered successful. Four other cases were 
treated successfully in other hospitals, making a total of 25 patients. 


Formerly I had often used the telephone for consultation treatments 
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very successfully il Prot. Krassowsk Lying in Llospital, The pa 
tients were generally in charge of midwives, and | visited them only 
once a day. In many of 157 eclampties during twenty-four years | 
vave ms instructions partly by telephone, and in mild cases saw the 
patient for the first time on the following day. This telephone con- 
sultation has the advantage of preventing delay in application of the 
method, which is especially desirable in view of the high mortality of 

ln the Cologne (Germany) elinie the statisties of mortality (1875 
1920) are 128 (22.9 per cent maternal deaths out of SOS cases of 
eclampsia, and 34 per cent fetal deaths. Ino England, the maternal 


mortality is 22.5 per cent; in the Roval Maternity and Women’s Hos 


pital of Glasgow, during 1913-1922, 183 fatalities occurred in &13 


2? 4 per cent) and 60 per cent of the children died. 


causes of eclampsia 
In the United States, King gives a maternal mortality of about 49 
per cent; Rice, about 46 per cent; and Williams, of about 21.7. per 
eent in exelusively postpartum eclampsia, which in my opinion are 
the mildest cases 

Mortality from eclampsia and albuminuria in relation to delivery 
is next 1 not equal to that Trem sepsis. | have tried here to set up a 
standard of possible attainment through the use of the improved 
prophylactic method, and assert that its different variations have the 
effect merely of decreasing its value. Tt is in this connection that | 
would like to diseuss the articles of King, Stander, and Speidel, 

Speidel is correct in stating that better results are obtained in 
eclampsia by conservative than by surgical treatment, main 
tlainine that the treatment of eclampsia today is in rather eha- 


i¢ condition, and that annual publication of methods and results of 
their use is highly desirable. Unfortunately, while acknowledging 
the vreat value of the prophylactic method, Speidel does not arrive 
at the conelusion that the test of the method is indispensable, but 
proposes instead his own varlation of conservative treatment. We 
are ready to agree with him that our principal task should be to con- 
trol the convulsions. But he is searcely right in denying the use of 


¢hloroform on the erounds that it causes the same chanees in the 


liver as the toxemia of pregnaney If our main task is to control the 
eonvulsions, chloroform is the best means. It paralyzes the vaso- 
motor nerves, diminishes the blood pressure and calms the patient. It 


is to be administered in slightly concentrated form and in small quan 
tities, 3 to 4. seldom 10 em. or more at a time, We make it a rule to 
treat the patient in a gentle manner; we searcely touch her at all. 
Inhalation of 25 to 50 em. of chloroform during a period of from 
five to twenty hours, with a free admixture of air, is not likely to 
cause poisoning, my belief being based on experience with S78 cases. 


Dr Speidel s correct In recommending the use of oxveen immed 
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ately after the paroxysm., Asphyxia is a kind of toxemia and should 
be overcome as quickly and coinpletely as possible. In describing the 
prophylactic method, Dr. Speidel states that | give narcoties ‘until 
the fits are controlled.”” This is not quite so, and this is a very impor- 
tant point in which my method ditfers from others. | give nareoties 
not until the convulsions are controlled, but until there no lonewer exist 
symptoms of an impending fit. As a rule, | recommend nareoties in 
mild cases of eclampsia postpartum, until at least twelve hours after 
the time of the last convulsion. In cases of eclampsia during or be 
fore labor the time must be prolonged to twenty-four hours. Tf symop- 
toms of an Impending attack are seen on the second day, treatment is 
to be continued (1 to 1.5 em, of chloral hydrate, three times daily 
Light in the patient’s room should be enough only for the nurse’s 
attendance. Sleep is necessary. Bowel lavage is to be applied only 
in cases signally demanding it. Eeclamptie patients rarely require 
stomach lavage, as they are not inclined to overeat, because of pre 
monitory svimptoms. Further, stomach lavage is not free from dan 
ver; Prof. Lichtenstein describes two fatal cases. Saline injections 
are dangerous on account of a nephritis; injections of glucose solution 
are also (perhaps a little less) dangerous. Venesection (about 700 
ec.) not only lowers blood pressure and removes toxins but favorably 
affects the heart and pulmonary circulation. 

Dr. Speidel recommends placing the patient on her left side: | 
prefer the right side, in order to avoid extra pressure on the heart. 
is highly desirable to change the posture of the patient in bed four 
to six times daily to avoid hypostatie pneumonia. | protest most 
emphatically against failure to use narcotics in comatose patients, 
for, although not conscious, they undoubtedly preserve an uncon- 
scious sensibility. 

In regard to the criticism of the improved prophylactic method, 


Dr. Stander indieates that 10.5 to 15 em. of chloroform is to be con 


sidered as a maximum dose. As a mitter of faet, we generally use 
Sor 4toem. In London, for instance, | used 28 em. of ehloroform in 


twenty-four hours’ time, but in this ease | was obliged to give nar 
coties in larger quantities than in Russia, because of the greater noise 
from the street. Dr. Stander ineludes amone the cases of eclampsia 
observed during 1914-1924, one patient that died apparently of apo 
plexy and sepsis. [ do not consider this case as one of eclampsia, as 
there were no convulsions, and | do not recommend my method for 
such cases. Lo may remark parenthetically, that | have never seen a 
case of eclampsia without convulsions, and | do not know how such 
cases should be treated. | have regarded the above case from the 
autopsy findings as one of cerebral hemorrhage. Dr. Stander makes 


the curious affirmation that he found amone our patients many cases 
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of nephritis. Now it is possible that among many hundreds of eases in 
our clinies there might be an occasional mistaken diagnosis, but Dr. 
Stander’s statement of many cases of nephritis can hardly stand 
against the diagnoses made by many obstetricians after the most 
careful analysis of each case. Furthermore, has Dr. Stander seen in 
his own clinie many cases of nephritis with only one uremic conyul- 
sion? For if our patients were, as he implies, nephrities, rather than 
true eclampties, then the prophylactic method would have the added 
virtue of controlling uremic convulsions. As a matter of facet, this 
method has been observed to be of value in eases of uremic econvul- 
sions and in cases of status epilepticus. In regard to the mild type of 
our eclampsias, this is generally a natural consequence of the efficieney 
of treatment. 


As for Stander’s method of treatment, the following criticisms may 
be made: 1) It ineludes only a minimum dose of medicaments, 
Whereas it is better to vary the dose in accordance with the severity 
of the case and the patient’s strength. (2) Injection of 500 ¢.e. of a 
) per cent solution of glucose, as stated above, is more dangerous 
than useful, since it causes rise of blood pressure and unnecessary 
irritation. Our experience has shown this procedure to be perfectly 
useless. 3 In severe Cases of eclampsia, bloodletting is SO useful 
that it must be retained. (4) Keeping patients warm and. slightly 
perspiring must also not be neglected. 

Finally, in regard to Dr. King’s variation of conservative treat- 
ment: (1) The injection of 0.03 em. of morphia as the initial dose 
may be useful to the mother but can seareely be of use to the child. 
2) Bloodletting of 500 to 800 ¢.¢. may perhaps be effective in the 
case of strong American women, but it seems excessive for European 
women, particularly as smaller quantities are equally effective. (3 
Introduction of 4 em. of chloral hydrate at one time seems to be a 
large dose, although Lam inclined to increase the first dose to 2.5 gm. 
The weak point of this variation is in the absence of care to prevent 
the fits, a laek whieh brings back the old method, which has proved 
ineffective. Dr. King is against the induction of labor during the 
convulsions, although in the examples he cites, he very often breaks 
the rule. For the induction of labor, we generally rupture the mem- 
branes, after which, ordinarily, labor soon begins because the uterus 
is in a state of increased irritability. Out of six cases of eclampsia 
treated by Dr. King, one died, i.e., a 16.6 per cent mortality. 

On the basis of theoretic analysis, as well as from the consideration 
of the facts, it appears that these three variations of the conservative 
treatment of eclampsia can scarcely give better results than the im- 
proved prophylactic method, which can be advantageously applied 


to patients both in lying-in hospitals and at home. 
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GLUCOSE AND INSULIN IN THE TOXEMIAS OF PREGNANCY? 
By C. Jerr Minurr, M.D., F.A.C.S., New Or.eans, La. 


ee and the various other toxemias of pregnancy must 
still be characterized as diseases of theory for the reason that in 
spite of intensive work done along various lines their origin is as yet 
entirely unknown. Recent investigations have tended to support the 
belief that there is some common factor underlying those arising in 
early pregnaney, as pernicious vomiting, and those of the later months, 
as preeclamptic toxemia and eclampsia, but as yet no definite proof 
has been adduced to establish this contention. The condition has been 
variously attributed to fetal and placental toxins, to glandular dis- 
turbances, to autointoxication, or to malfunction of the maternal liver, 
although there are authorities who claim that this hepatie malfune- 
tion, like the acidosis which almost invariably accompanies such tox- 
emias, is a result and not a cause. The laboratory investigations of 
the last few years, however, plus the brilliant results obtained through 
the administration of glucose in the various toxemias, and, more re- 
cently, glucose combined with insulin, suggest more firmly than ever 
that some metabolie disturbance is at the root of the trouble and that 
the factor most largely concerned is the carbohydrate balance, 
Postmortem findings have shown that fatty necrosis of the liver is 
almost constant in fatal cases of toxemia and clinieally it would ap- 
pear that the metabolic factor at fault is a temporary lack of elyeco- 
gen. Theoretically, then, it would seem that this condition, together 
with the acetonuria which usually accompanies it, could be obviated 
by an abundant supply of carbohydrates, and Titus and his cowork 
ers have practically proved this through postmortem photomicro- 
graphs, which show that the livers of those patients who have died of 
eclampsia following treatment by glucose lack the definite fatty 
necrosis and periportal hemorrhages supposed to be an invariable 
sign of the disease. It is certainly logical to suppose, since the liver 
is known to have greater powers of regeneration than any other 


FRead at a meeting of the New Orleans Gynecological and Obstetrical Society, 
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organ in the body, that if the pathology has not become too graye. ; 

liberal administration of carbohydrates in the form of easily assimils 
ble elucose would effectively check the toxemie process, particularly 
if the utilization of the elucose were hastened the addition oft iNSu- 
lin. If the process has been allowed to become too vrave, naturally 
the liver will have lost its powers of reveneratlon and Cahnot absorb 


the elueose which it needs even more than the normal orean. 


There are various theories to account for this” liver involvement‘. 
perhaps the most reasonable of whieh is Slemons’ contention that the 
‘fetus and placenta require large amounts of glycogen, which will 
naturally be secured from the maternal liver, as the glycogen. store- 
house of the body. If a diet rich in carbohydrates is supplied this 
demand can be met; if not, the liver supply will be exhausted, fatty 
replacement with degenerative changes will oceur, the liver funetion 
will be Impaired, and the Vsten will shortly he flooded with toxins 

The acidosis whieh is so prominent a factor in the last stages of 
pernicious vomiting is not only a result of the stomach’s intolerance 
of food. but tends to inerease that intolerance and so to prolong the 
nausea and vomiting. A vicious evele is thus set up whieh ean only 
be broken by checking the vomiting, usually by abortion, or by 
ending the acidesis, which the administration of @lucose and insulin 
does admirably It might be pointed out here that if this theory Is 
correct, our present habit of restricting the diet of toxemie patients 
is radically wrong; we are adding starvation with its resulting acido- 
sis to the alr ady complex toxle pleture, and food is not only Indicated 


but demanded 


Certain other laboratory studies are of interest. Williamson, for 
instance, has recently shown that there is throughout preenaney a 
slight but very definite reduction of the blood alkali reserve and that 
in some cases this reduction reaches dangerous limits. Other investi- 
eations have shown that there is also a reduction of the tension of the 
carbon dioxide of the alveolar air. Thalhimer, whose work through 
out has been most valuable, suggests further fields for biochemical 
Investigation, basing his inquiries upon these facts already proved. 
‘Might these data indicate that there is in preenaney a fundamental 
change in earbohvdrate metabolism, and not merely a carbohydrate 
deficlenes Does the glycosuria in pregnaney following a small dose 
of phloridzin also indicate a change in carbohydrate metabolism, or 
only an increased permeability of the kidneys to glucose? Since ex 
cessive vomiting of pregnaney is a disease of early preenaney, is the 
carbohydrate metabolism deranged until the beginning of the develop- 
ment of the fetal panereas 27’ It lan be that out of the solution of 
such problems as these will come the solution of the vexing problem 
of the origin of the toxemias of preenaney, but it is obvious that this 


bienpopon result vill be achieved only hy the combined efforts of the 
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clinician and the laboratory worker, particularly the physiologist and 
the hiochemist. 

In spite of the facet. however, that the origin of the toxemias of 
pregnancy Is still an unsolved problem, tt is clearly evident that in 
elucose, particularly when ¢ mibined with sulin, we have added a 
very valuable therapeutic agent to our obstetric armamentarium. It 
is true that we do not as vet know just what their action Is in causing 
the disappearance of the ketone bodies, nor, for that matter, do we know 
the exact mechanism of the insulin reaction alone. The theory that 

is associated exclusively with the internal secretions of the pan 
creas has been proved untenable by the discovery of the substance in 
various body tissues and even in the tissues of individuals who have 
died of diabetes. No matter, however, what the nature of the reae- 
tion, the faet remains that elucose and insulin in combination will 
apparently check nearly all the toxemias of pregnaney in their early 
stages and will markedly benefit many in the later stages. 


Perhaps the method may be set down at present as empirical. Tam 
aware that some authorities object to the stand taken by Thalhimer 
and his followers on the ground that a deficiency of blood sugar has 
not vet been demonstrated by a single observer. and that therefore 


he introduction of more sugar is illogical not actually dangerous. 
Certainly, if the method is to be carried to its logical eoneluston, there 
should be careful estimations of the blood sugar, of the liver suffi 
cheney, ana of the blood alkali reserve laree Ot Cases 
petent observers. In view of the results already achieved from the 
method in its so-called empirical stage, it is not too much to hope that 
later, as a result of its continued use and investigation, we Mav expect 
to achieve the establishment of certain definite standards which will 
enable us to determine, for instance, when a pregnancy must be ter 
minated or when it may safely be allowed to continue, points which, 
at present, must be decided from the patient’s eeneral condition, an 
obviously treacherous enide upon which to base our procedure. 

For the last five vears | have been using glucose in the treatment of 


the toxemlas of pree 


naney and for the last several months | have been 


the method has 


Using it in connection with imsulin. The sueeess of 
duced me, more than any other one thing, to rely upon conservative 
measures in handling such cases. Routine measures are naturally 
emploved also, but to my mind it is the glucose and insulins which 
turns the triek The proper administration of the glucose is of the 
fmost importance. Proctoelysis is unreliable; while 
better, is not entirely satisfactory, and the ideal method is intravenous 
Infusion. We have been using ao per cent solution in the ordinary 
case, and giving one unit of insulin for every 3 em. of glucose until 10 


to 15 units have been eiven altogether Moreover, we have found. it 


| 
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safe to repeat the procedure as indicated. The insulin, of course. js 
eviven by needle. 

While I have made no detailed study of my records, I may safely 
say that in the last five vears at least 40 eases of toxemia and 2) of 
eclampsia have been treated by our individual modification of the 
Stroganoff method, combined with glucose, with excellent results. 
Lately, we have added insulin to the method, and the results haye 
been even more brilliant. The number of cases, of course, is still too 
small to warrant dogmatic conelusions, but certainly the results have 
been striking enough to warrant consideration, and, because of these 
results, and because of the fact that the method is based upon careful 
biochemical investigations the outcome of which has been generally ae- 
cepted, it would seem that the treatment is worthy of systematic 


adoption in an obstetric service, 
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PHOCOMELUS WITIL CONGENITAL CYSTIC ELEPHANTIASIS 


By Hl. A. Harris, M.B., B.S., St. Louis, Mo. 


From the Iustitute of Anatomy, University College, Loudon, and Washington Uni 


rsily, Saint Louis) 


OKITANSKY! with commendable brevity defines phocomelus as 
te eM with phoeal (seal-like) extremities, the hands 
issuing from the shoulders, the feet from the pelvis, while the inter- 
\ening parts are either wanting or merely rudimental. It is an arrest 
of development often dependent upon hydrocephalus or spina bifida.’’ 
The monster herein described was born of a single woman. She gave 
a history of five months’ amenorrhea and complained of bleeding from 
the uterus for four days. On examination the uterus was of the size 
of a pregnaney of three and a half months. A monster was expelled 
within a few hours, and the fully formed placenta showed no gross 


abnormality. There was no history of dropsy in the mother, 


The external form of the fetus immediately suggested that it was a case of 
phocomelus combined with evstic clephantiasis. The fetus had the form of an 


ovoid sae, 11 em. long by 7 em. wide (Fig. 1); the skin was macerated and only a 
small area of skin over the frontal area showed the pattern of lanugo. The head 
was large and oecupied almost one-half of the total length. The eyes were open so 
that the greater portion of the lens was visible between the straight margin of the 

per lid and the semicircular margin of the lower lid. The frontonasal process ex 
tended downwards between the eves and presented in its upper portion a broad nose 
with two open nostrils set well apart; in its lower portion the process terminated as 
a broad process comparable to that which is seen in certain eases of double harelip. 
The mouth was represented by a Y-shaped slit, and there was no trace of a chin 
below. The short lateral limbs of the ‘*Y7*’ extended between the frontonasal proe- 
ess and the right and left maxillary processes; the vertical limb extended below the 
frontonasal process and separated the two maxillary processes. Below the outer 
canthus of the left eye at a distance of 3 mm. was a small pit-like depression whieh 
showed a small blind canal 1 mm. in diameter and 2 mm. deep. There is a small 
depression in the skin of the right side, somewhat more laterally placed, but there is 
no blind eanal. The right and left ears are absent, and it is suggested that these 
depressions mark the site of the external auditory meatus. Two small elevations 
lie on either side of the vertical limb of the Y shaped mouth, but no suggestion can 
be made as to their significance. There is no bone or cartilage therein. 

The umbilical cord is dilated for 2 em. in its proximal part, and is deeply stained 
with bile pigment from the contained loop of intestine. The eord contains two hypo- 
gastric arteries and one umbilical vein. The limbs are represented by flipper-like 
hands and feet arising directly from the trunk. The hands arise from the antero- 
lateral aspect of the trunk about 7 em. from the vertex; the right hand oeeupies the 
normal embryonic¢ position with the large thumb preaxially placed, and the second, 
third and fourth digits are completely fused. All the digits have well-formed nails. 
The feet are placed terminally so that the soles look anteriorly and the little toes 
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touch one another in the middle line. The great toe is widely separated from the 


other four toes which are partly fused; the nails are well formed. Near the pos 
terior extremity of the trunk on the ventral extremity is a small genital tubere) 
about 2 mm. long and 0.5 mm. in diameter with a small anus immediately posterior 
thereto. There is no trace of a scrotum or median raphe. 

The radiogram (Fig. 2) shows a markedly abnormal vertebral column consisting 
of a double chain of about twenty paired centers of ossification which are partly 
fused. There is no resemblance to the orderly arrangement, in three columns of een 


ters and lateral masses, which is seen in the normal. There is no trace of a skeleto) 


in the upper limb girdle but the humerus appears as a roughly cylindrical piece of 


bone about 7 mm. long and 1 to 2 mm. in diameter. The hand displays a number of 


Fig. 1 Anterior aspect of fetus after considerable shrinkage in alcohol. 


centers of ossification which do not admit of ready reconstruction in terms of meta 
earpals and phalanges. The bony radius and ulna are absent. The lowe1 limb girdle 
and femur are absent, but there is a pair of bones in the hind end of the fetus 
which may represent the left and right tibiae. Each bone is about 7 mm. long by 1 
mm. in diameter. There is no trace of a second bone. The bones of the feet dis 
play an arrangement which is almost as irregular as the hands. The faet that both 
the metacarpals and metatarsals together with all three phalanges in some of th 
digits are ossified indicates that the age of the specimen is well over one hundred 
days. 

The skull is expanded and occupies one-half of thi total leneth of the fetus. The 
the 


radiogram shows a large center of ossification for the body of the sphenoid i 


| 
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midline. This center is about 2 mm. long by 5 mm, wide. On either side are paired 


centers for the small wings and, extending more laterally, are the centers for the 
large wings of the sphenoid. The two frontal bones are ossified and the supraorbital 
ridges are very distinct. The supraoecipital is ossified and the two centers which 
lie lateral to the lateral extremities of the great wings of the sphenoid on the radio 
eram are the centers for the superior maxillae; there are also two small spurs of 
bone in the tip of the frontonasal process and they appear to represent the pre 
maxillae. The remainder of the cartilaginous base of the skull has failed to ossify. 

The skin on the back of the fetus was incised in the midline and there appeared 


a series of cysts in the subcutaneous tissues. The evsts varied in size and contained 


4 
op 
Fig. 2. Radiogram of the Phocomelus. 
clear fluid and a certain amount of curd-like material. A large eyst spread over the 


vertex and some of the dorsal eysts spread around the trunk and communicated with 
eysts on the anterior abdominal wall. The walls of the cysts were smooth and shiny 
With occasional patches to which were attached flakes of lymph; section showed them 
to resemble microseopieally the condition seen in a typical lymphangioma or cystic 
hygroma. 

The umblieal hernia contained 4+ em. of intestine distended by meconium (Fig. 3). 
The walls were friable and deeply stained with pigment. There was some plastie 
lymph adherent to the intestine, so sugevesting that the herniated cut had heeome 


strangulated. The returning loop of small intestine left the sac and after a cours 


¥ 
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of 5 mm. joined the eceeum, which, with the appendix, lay to the left of the mid- 


line (Fig. 4). There was no trace of a Meckel’s diverticulum, and nothing abnormal 
was noted in the liver and biliary apparatus. The stomach was small and empty 
the anterior and posterior walls being in contact; the spleen and diaphragm wer 
normal, The kidneys, suprarenals, ureters and bladder were 


normal in position, but 
the kidneys showed no trace of that lobulation whieh 


\\ 


is normal to a fetus of thi 


is 
age. The testicles are situated at the internal abdominal rings, the head of the 


epididymis resting on the lateral and eranial aspect of the testiele. 


The le ft testiel: 
is shown to the left of the appendix (Fie. +). Whereas the 


suprarenal arteries 
arise from the abdominal aorta just before its bifurcation, the renal arteries aris: 
from the anterior aspect of the umbilical arteries 6 mm, beyond their origin. Ther 
are no aecessory renal arteries. 


On opening the thorax in the middle line it is seen that there is no traee of 


bony or cartilaginous skeleton, neither ribs nor sternum. The heart lies entirely to 


the left of the midline and there is no traee of the left lung on pleural sac; the 


Fig. 3.—Umbilical hernia. 


right lung and pleural sac is normal except for its encroachment 
The heart displays a bifid apex and the interventricular groove is placed so that th 
area of the left ventricle visible from the front is as extensive as the area of the 
right ventricle. The right and left auricular appendages meet on the anterior aspect 
of the single pulmonary aortie trunk which arises from the eran ial border of the 
ventricles so as to be more elosely associated with the right ventricle than the left 
(Fig. 6). The aortic arch is right-sided and gives off in turn the left innominate, 


the right common earotid, and right subclavian arteries. The right pulmonary 


artery arises at the convexity of the arch and passes in front of the deseending 
aorta to the right lune. There is no traee of a lett lune or left pulmonary artery. 


The common pulmonary aortie trunk presents a right and left sinus of Valsalva, 


with openings for the two eoronary arteries and there are three semilunar valves 
arranged as posterior and right and left lateral. The interventricular septum lies it 
the sagittal plane and has a free fleshy margin which does not extend up into th 
pulmonary aortie trunk, but reaches to within 4 mm. of the semilunar valves. Thi 
auricular septum was widely deficient. 


\ \ | 
/ 
| ( 
/ 
\ / 
| 
\| 
\ 
1.—The bdominal contents with 
testicle to left of left-sided ppondix 
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The Y-shaped mouth was seen to be quite separate from the nose, the choanae 
being completely stenosed. The nostrils opened into two lateral nasal cavities which 
were separated by a distinct cartilaginous septum. The lateral walls of the nose 
showed faint ridges corresponding to the primitive folds of the inferior conchae. 
There was no communication between the nose and the mouth or pharynx. The roof 
of the mouth presented two small elliptical anteroposterior depressions on either side 
of a median ridge which reached down towards the floor of the mouth for a dis- 
tance of 3 mm. and extended posteriorly for a distance of 6 mm. Lateral to these 
depressions on either side was a ridge which represented the incomplete secondary 
palatal processes. The floor of the mouth had no obvious tongue or lower jaw. On 
section in the midline, however (Fig. 5), a rudimentary tongue and epiglottis were 
seen, and notwithstanding the absence of any cartilaginous or bony trace of the 
mandible yet there was a distinet cartilaginous hvoid and thyroid cartilage; the 
ericoid was not present but the trachea showed the normal arrangement of eartilag- 


inous rings. The trachea led to a single right bronchus, and there was no trace of a 


-Tentorium 


----Pituitary 
Tongue 
Trachea leading __ 
To Rt Lung 
Fig. 5.—Median section of fetus, showing absence of the chonnae, rudimentary tongue 


and epiglottis; and the pituitary gland in situ. 


depression or diverticulum to suggest the left bronchus. Dorsal to the trachea was 
the esophagus which narrowed rapidly at the level of the right bronchus. The diam 
eter of the gut beyond this point was less than 0.5 mm. and only a very fine probe 
could be passed. The distal 5 mm. of the esophagus was of normal ealiber and led 
into the small stomach. 

The specimen was sectioned in the midline from vertex to rump and the cranial 
cavity and spinal eanal were found to contain a greyish mass of coagulum and dis 
organized nerve tissue. The meninges, especially the dura, were reeognized and the 
eranial nerves and many of the spinal nerves could be distinguished although their 
diameter was much reduced. All the cranial nerves were identified and about twelve 
pairs of the spinal nerves could be recognized in the proximal part of their course. 
The section of the skull confirmed the interpretation of the radiogram and the pitu 
itary gland was situated on the flattened sella tureica in relation to the ossified body 
of the sphenoid. The well-developed tentorial fold attached to the free border of 
the petrous bone served as a landmark (Fig. 5), and aided in the reeognition of the 


foramina of exit of the spinal nerves. 
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ANATOMIC CONSIDERATIONS 


The attempt to associate any particular form of malformation of the fetus with 
a definite period of time in the antenatal eyele is still without definite result. The 
theory of the special nociceptivity of the fast growing tissues, whereby the stress of 


an injurious stimulant falls upon that tissue or tissues which at that moment js 


undergoing most rapid differentiation and growth, has indicated a line of research 
which is of some value. The more recent attempt to associate each deformity with 
a particular interference with the processes of oxidation in the embryonie tissues 
may give more productive results when more is known of the normal and pathologie 


placenta and of the nutrition of the fetus. 


(A) The Skeletal System.—aAs regards the skeletal deformities in this ease, the 
absence of the clavicle and mandible, —the first two bones to appear in membrane, 
is suggestive; especially as it is associated with the absence of the ribs and lateral 
masses of the vertebrae, which appear soon after. This suggests that during the 
thirty-ninth to the forty-fifth day the embryo was the victim of unfavorable condi 
tions. On the other hand, the presenee of an ossified humerus, and of well marked 
frontals makes it hard to adopt this explanation, unless the particular instant ot 
onset of bony deposition is subject to a very high degree of timing. Moreover, the 
absence of the radius, ulna, and fibula is difficult to interpret on this score. It is 
possible that with an underlying dilatation of the neural canal the extent of de 
formity may be determined by the distance of a given strueture from the central 
axis so that whereas the ossification of the hand and foot has proceeded to som 
extent after normal fashion that of the more proximally placed pelvie girdle, shoul 
der girdle, and vertebral column has suffered more severely, by reason of the pres 


sure from the dilated neural canal. 


The radiogram (Fig. 2) shows that the lateral masses of the vertebra have failed 
in the whole extent of the column. In the normal embryo? the center for the lateral 
masses first appear in the upper cervical region and gradually extend from abovi 
downward. These for the centra appear in the lower dorsal region and extend 
cranially and caudally: the first centra of the lower dorsal region appear at a time 
when the centra for the lateral masses have extended to the lower lumbar region. 
It appears then that in the particular embryo econeerned the centers for the lateral 
masses failed to appear in the eervieal region at the same time, or possibly for the 
same reason which interfered with the appearance of the ribs, clavicle, and mandible. 
The irregularities of the centers for the eentra of the vertebra, consisting of dupli 
eation in a given segment and fusion in the main axis may be attributable to the 
general dilation of the central canal and so falls into series with the irregularities 
of the limb girdles and limbs. 


(B The Circulatory Sustem. 9 


ie outstanding anomaly of the cireulatory system 
(Fig. 6 of this case is the defeet of the aortie system, with persistence of the 
truneus arteriosus. The eommon trunk is more closely related to the right ventricle 
and rides above the free margin of the defeetive ventrieular septum in such a way 
that blood from the right ventricle passes directly into the eommon trunk, whereas 
1 fi 


om the left ventricle passes to the common trunk by way of the defect in 
the base of the ventrieular septum. This common trunk has three semilunar eusps 
and two normal coronary arteries arising behind two of these. At first sight it seems 
improbable that a persistent aortie trunk should possess three eusps, in view of the 
usual account of the formation of the eusps of the aortie and pulmonary valves. It 
it aortie trunk deseribed by Dr. Maud 


Abbott? also had three cusps, whereas the ease deseribed hv Preiz4 had four cusps. 


is interesting to note that the case of persister 


In thirteen cases of this condition eollected by Dr. Abbott, twelve were associated 
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with defect of the ventricular septum, six with defect of the auricular septum, eight 
with right-sided aortie arch, and in two cases there were associated anomalies of the 
vessels or other systems. 

In this case there is not only a defeet of the septum of the ventricle, but there is 
also the absence of the left lung and left pulmonary artery. Normally, the truncus 
arteriosus is divided into the two great efferent vessels by a septum which is derived 
from three distinct parts; viz., the distal and proximal endoeardial bulbar swellings 


and the aortopulmonary septum proper, which appears in the lumen of the trunk at 


oF 


Fig. 6. Schema of the circulation of the Phocomelus fetus. 


the point of junction of the fourth and sixth arches. The presence of a fourth and 
sixth right arch in the specimen is difficult to account for since the fourth and sixth 
left arches together with the aortopulmonary septum are absent. In a previous case® 
of absence of the left lung there was no trace of a left pulmonary artery, although 
there was present a right aortie arch (fourth) and an abnormal left aortic arch 
Which was probably the sixth. Bremeré has shown that the right pulmonary arch in 
man is made up of two elements, the sixth arch and the pulmonary outgrowth, 


whereas on the left side the pulmonary consists of the outgrowth only, the corre 
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sponding proximal portion of its sixth arch having been assimilated in the pulmonary 


trunk. It is possible that the left pulmonary arterial outgrowth appears later tha 


the right, in accordance with the appearance of the left lung anlage at a later date 


than the right, as described by Blisnianskaja.? Hiss shows a 4 mm. embryo in which 
the paired diverticula of the pulmonary anlage lie immediately above the auricle of 
the heart. The 5 mm. embryo of Ilis shows the diverticula growing dorsally and 


passing downwards so as to pass beneath the ducts of Cuvier. At this time the 


mandibular arch is in contact with the heart, whereas the frontonasal processes and 


small maxillary processes are not in contaet with the heart. There is a temptation 


BLOOD OF MOTHER 


Fig. 7 Schema of the circulation of the normiual fetu it t 
(Modified after Dr. Maud Abbott.) 


here to revert to the older mechanical theories of von Baer? and suggest that at 
such a time, an exeess of the natural torsion of the embryo combined with the dila 
tution of the neural canal might cause apposition, pressure, fusion, and absorption 
of the mandibular process, left lung, left sixth aortie arch; and also eause the ir 
regularities of the s pta of the heart. 


The schema given by Dr. Abbott (Fig. ® for the ecireulation in the normal 


fetus shows that the blood reaching the head and neck via the main branches of the 
aorta is made up of blood returning from the body capillaries (V) and the blood 


returning from the umbilical vein (.4). We may represent this as mixed blood 
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AV). In the schema of the phocomelus (Fig. 6), the blood reaching the head and 
neck is a mixture of the blood from the capillaries of the body (V'), blood from the 
umbilieal vein (4) and blood from the head via the superior vena cava (V’). We 
may represent this blood by (AVV’). 

Is this increased venous character of the blood reaching the head in the seeond 
ease a factor in the production of the cystie condition of the embryo, with marked 
ceneralized distension of the lymphatie spaces, everywhere except in the small flipper 
like hands and feet? Starling!? has shown that the protein content of the lymph 
differs in various parts of the body, and is lowest in the extremities. It appears, 
therefore, that proteins which are able to exude from the capillaries may also trans 
ude into the lymphatics and there hold a large volume of fluid, so producing the gen 
eral eystie condition. It is suggested that the increased venosity of the blood to the 
head of the phocomelus has produeed that lack of oxygen supply to the capillaries 
whieh has led to the dilatation of the lvmphatie spaces. On the other hand, if we 
accept the description of the fetal circulation which was given by Harvey and. re- 
vived lately by Pohlman,!2 and agree that the blood of the two auricles is normally 
mixed blood, then this explanation of the eystie condition does not hold good. If 
the blood mixes in the auricles then all the chambers of the heart contain blood 
which will be represented by (AVV’). Tt is not wise to regard a theory of the pro- 
duction of the eystie condition as an argument against the theory of Harvey, but 
it certainly does point to the need of confirming the experimental evidence brought 
forward by Pohlman. 

As regards the lvmphatie system it is important to note that according to Sabin'% 
and Lewis!4 Ivmph saes are first visible in the human embryo in the sixth week (10 
mm.), and the valve between the lymph sacs and jugular veins appears in the sev- 
enth week. The relationship of the maldevelopment of the Ivmphatie system of this 
fetus to the maldevelopment of the cireulatory svstem is obscure; but it is partieu 
larly interesting to note that both systems are subjeet to particularly rapid changes 
during the sixth and seventh week of intrauterine life. <The eondition of the speci 
men did not allow of an aecurate examination of the Ivmphatie system. 

(C) The Vaseular Supply of the Urogenital Sustem.-—The origin of the renal 
arteries from the umbilieal arteries is a rare anomaly, as these arteries are not aeces- 
sory to renal arteries arising from the abdominal aorta. Aeceessory renal arteries 
have heen deseribed as arising from the inferior phrenie, the spermatic, a lumbar 
artery, the inferior mesenteric, from the bhifureation of the aorta, or the middle 
sacral artery, from the eommon iliae and very rarely from the internal or external 
iliac. Portal found in one instanee the right and left renal arteries arising by a 
common trunk from the forepart of the aorta. The earliest attempt at depicting the 
variations of the renal vessels is in the tabulae anatomicael5 of Eustachius, pub- 
lished in 1564. The lowest of three eases shown is that in which Eustachius shows 
an aecessory renal artery on the right side arising from the internal iliae and an 
aceessory artery on the left side arising from the common iliae. 

According to Felix,16 the aeeessory renal arteries are to be regarded as persistent 
mesonephrie arteries. On the other hand Eben Tfill,17 in a study of the vascular 
svstem of the wolffian body and kidney in pig embryos, shows no communication 
hetween the umbilical arteries and the renal and mesonephrie arteries, all of the lat- 
ter arising from the abdominal aorta. It is true that the stage which he depicts is 
a relatively late one, from 28 mm. onwards, when the renal arterv is first seen pene- 
trating the kidney. In a study of the vascular system of the Pfannenstiel embryo, 
ITT, (2.6 mm.), Felix has drawn attention to the marked development of the peri- 
intestinal rete and the rami intestinales at the point where the umbilical arteries 


arise from them; i. e., before the latter possess their definite origin from the aorta. 
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Felix points out that the primitive mesonephric arteries are dysmetamerie and recede 
from the thoracic segments to the lumbar ones. The extent of this migration is so 


marked that as many as four arteries may lie in one of the lumbar segments with 


as many as thirty arteries in all supplying about eighty nephric tubules. Thes 
arteries become divided into three groups. The first or cranial group of arteries run 
dorsal to the suprarenal body; the second group pass through the suprarenal body, 


and the third or caudal eroup pass in front of the suprarenal bodies. The more 


caudal of the latter group pass distal to the suprarenal body. The first group usu 
ally gives rise to the inferior phrenic artery; the second gives rise to suprarenal and 
testicular or ovarian arteries; the last vessel of the second group or the first of the 


third group gives rise to the definitive renal artery of the adult. Since the meso 
nephric vessels are not segmental, and since they are characterized by a caudal 
migration which causes several of them (the most caudal of the third group of 
Felix) to lie caudal to the large suprarenal of the 20 mm. embryo, it is clear that 
the anomalous origin of the renal arteries from the umbilical arteries may be ex 
plained in the following manner. When the mesonephros of this particular specimen 
was growing caudally, the atrophy of the cranial tubules was markedly increased by 
the general hydrocephalic and eystie condition so that the migration of the meso 
nephrie arteries passed beyond the usual limits and the number of arteries in the 
third group of Felix was inereased. There was, in particular, a marked increase of 
the more eaudal members of this group so that they came to take origin from the 
umbilical arteries. One of these arteries has persisted as the definitive renal artery 
in this case, and there is no trace of a more proximal renal artery. In other words 
the definitive single renal artery of this case is the artery which has so frequently 
heen described from the time of Eustachius onwards as the accessory renal artery 
of adult anatomy. Thane'ts gives the frequency of an accessory renal artery arising 
from the common iliac as 1 per cent, and the frequeney of the eondition in man as 
compared with its rarity in domestic animals is quite in keeping with the distribution 
of other vascular anomalies in man and animals. It was noted that the origin of the 
anomalous renal artery was from the ventral aspeet of the umbilical artery, and not 
from the lateral aspect. Felix has described very minutely the characteristics of the 
migration of the origins of his three groups of mesonephrie arteries and says: ‘* The 
vessels of the first or dorsal group shift their origins to the dorsal surface of the 
norta, those of the third group to the ventral surface, and only those of the seeond 
group preserve their original lateral position.’’ Thus, the origin of the anomalou 
renal artery from the ventral aspect of the umbilical artery confirms the view that 


it corresponds to one of the distal members of the third group of Felix. 
PATHLOLOGIC CONSIDERATIONS 


The curious monstrosity known as congenital eystie elephantiasis 
is probably related to general fetal dropsy and to that postnatal con- 
dition which is called eystie hygroma of the neck. The published 
cases have generally shown the mother to be a multipara, the preg- 
naney always ending prematurely with or without hydramnios, drops) 
and albuminuria in the mother. There is always a lymphangiectasis 
of the skin, but it is not possible to say whether this is a primary 
condition as there is always an associated defeet in the heart with or 
without umbilical hernia. The case described by Lindfors'® displayed 
a common ventricle, common auricular-ventricular opening and in- 


complete auricular septum. There is no method of definitely stating 
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whether the lymphatic defect is primarily due to an error in the for- 
mation of the primitive lymphatie system or whether it is secondary 
to the defect in the vascular system. Yet if is important to note that 
most of the defects of the vascular and respiratory system as well as 
those of the skeletal system fall within that period of time which is 
also the critical period in the lymphatic system and in its union to the 
venous system. There is not necessarily any association between the 
phocomelus condition, and the generalized cystie condition; for in 
Ballantyne’s case*? the phocomelus was associated only with defective 
ossification of the frontal bones whereas Baxter Tyrie’s ease?! 
showed phocomelus in association with umbilical hernia, diaphragmatic 
hernia, left inguinal hernia, cleft palate, incomplete interventricular 
septum and spina bifida in the dorsolumbar region. Most eases of 
phocomelus show some traces of the proximal segments of the limb 
and on the whole the lower limb tends to be more regularly developed 
than the upper. It is not possible to bring forward any evidence as 
to the extent to which phocomelus is related to such general eondi- 
tions as achondroplasia with its dwarfing of the limbs or to loealized 
conditions, such as amelus or hemimelus. 


CONCLUSIONS 


The association of two conditions, such as phocomelus and general 
cystic elephantiasis in one and the same fetus is decidedly rare, par- 
ticularly as the former condition may exist without anomalies of the 
other systems, whereas the latter is invariably associated with multiple 
anomalies of the vascular, urogenital, and alimentary systems. The 
skeletal anomalies of the specimen, apart from the presence of an 
ossified humerus, suggest that the conditions of nutrition of the em- 
bryo were unfavorable during the sixth and seventh week of em- 
bryonic life. The failure of the secondary palatal processes, the rudi- 
mentary tongue and absence of the left lune are all associated with 
the sixth week. The anomalies of the heart, arterial system and 
lymphatic systems also fall into this period. It is true that the hydro- 
cephalus, dilated spinal eanal, and irregularities of ossification of the 
vertebral column may be only late manifestations of peculiarly noei- 
ceptive conditions during the preeartilaginous and cartilaginous pe- 
riods; but as a rule, such early errors in development, oceurring be- 
fore the sixth week, are manifested by some degree of anencephaly, 
iniencephaly, and gross errors in the cervical and lumbodorsal region. 
That is to say, that the head and tail bends of the embryo are regions 
peculiarly liable to display gross deformity during the third to the 
sixth week of embryonie life. 

No causal relationship between the phocomelie and general eystie 


condition ean be put forward; nor can any suggestion be made as to 
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the nature of the nutritional disturbance in the mother or fetus. The 
time factor, from a consideration of the associated anomalies, points 
to the sixth and seventh week as the period when the growth of the 
embryo was severely interrupted. 

My thanks are due to Dr. T. B. Davies, of Queen Charlotte’s Hos- 
pital, who so kindly obtained the speeimen; to Miss Russell and Mr. 
Maxwell, who executed the drawings, and to my colleagues at Uni- 
versity College and Washington University. 
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JANICEPS ASYMMETROS, WITH THE REPORT OF A CASE 


By ‘Grorce T. Pack, B.S., M.D., ann Ivan C. Berrey, B.S., M.D., 
UNIVERSITY, ALABAMA 
Fron the Departmeiuts of Pathology and Anatomy, School of Medicine, The Unive r- 


situ of Aiaban a) 


JHE name Janus is derived from the two-faced Roman god Janus, 
| to whom the month of January was sacred. Janus monsters are 
rather frequent. Licetus reported one in the year 1668. 

Of the disomata, the terata with which we are coneerned are the 
terata anadidvma. These monsters in general have united cephalie 
poles and divergent caudal extremities, producing a fetus which is 
more or less single above and plural below.’ In syneephalus or syn- 
cephaliens there is a fusion of the head and trunk. The types of 
Syneephali are Janus monsters, which are either symmetrical or asym- 
metrical. The monstrosity reported herein is called janiceps asym- 
metros. The asymmetry is caused by the facet that the two axes of 
the body are not exactly parallel, but inclined to each other at an 
angle so that the well-formed face is composed of the left head, which 
projects anteriorly, giving the aspect of a single countenance to a 
more or less double body. The malformed and opposite face is the 
asymmetrical side and is produced by an abortive development of the 
median portion of the anterior surface. Ilence the janiceps asym- 
metros possesses a perfectly developed face on one side, whereas the 
opposite face is very rudimentary and portrays varying degrees of 
fission. 

A synonym for the prozygotie Janus asymmetros is the term Janus 
ateleus, which is occasionally used. The Janus monster is also a type 
of cephalothoraeopagus and of the dihypogastrie monsters. Moreover, 
it also belongs to the omphalopagi or monomphaliens, implying the 
possession of a common single navel and umbilical cord by the two 
component individuals of the monster. 


REPORT OF A CASE OF JANICEPS ASYMMETROS 


This monster was born of normal young white parents. The mother was delivered 
by Dr. W. C. Gewin, of Birmingham, Alabama, to whom we are indebted for this 
fetus. Double monsters are practically never diagnosed until the onset of labor, 
except probably in those clinies where roentgenograms are taken, although a multiple 


pregnancy is sometimes suspected. 


The delivery of this monster was spontaneous. The vertex presented. The Janus 


monsters of Commiskey and of Sterley were spontaneously delivered with the vertex 


presenting.23, 3 One factor that prevents a possible dystocia is that this type of 
monster rarely goes to full term, hence the entire monster is seldom larger than a 


normal fetus at term. This fetus was born at the completion of the eighth lunar 
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month of gestation. Keibel and Mall have stated the essentials for uninterrupted 
uterine development as follows: ‘*The embryo must not be extreme enough to elim 
inate the heart, and the chorion must be normal enough to permit the formation of 


«wv healthy placenta which begins to differentiate at the end of the second month,”’ 


Even before the expiration of the second lunar month, gross errors of development 
can be easily discerned. Marchand claims that 0.6 per cent of all births are mon- 
sters. A great number of the early abortions may be of monstrous embryos. The 
monster was a stillbirth. Janiceps, even at full term are not viable for any length 
ot time. Both individuals of the double monster were of the female sex. It should 


be recalled that all homologous twins are of the same sex. 


Fig. 1.—View of well-formed face. 


The father and mother were the parents of three healthy well-formed children. 
There was no history of venereal disease. Family history records that no malforma 
tions of any kind existed among the known members of the maternal and paternal 
families. 

There are certain facial malformations associated with cyclops. Usually with a 
defect of the anterior portion of the plastic material for the chorda dorsalis, there is 
an arrested development of the first branchial arch and cleft. Consequently, accom 
panying cyclopia there is found a synotia, agnathia, astomia and other deformities. 
These deformities commonly occur together, and when they do, the face is ealled 
Cyclops hypoagnathus (Cyclotia), or Edocephalians. 


The nose of this eyclopian faee is markedly changed because the frontonasal 
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process is defective. The nasal rudiment was found in the middle of the forehead 
in the glabellan region, above the single eye (Fig. 2). This nasal proboseis is tiny, 
rudimentary, solid, peduncuiated, and slightly constricted at the base. Histologic 
sectioning reveals no vestiges of mucous membrane, nasal eanals or eartilages. The 
interior is composed of connective tissue, fat and smooth musele. The nose is covered 
two slightly pigmented lanuginous areas, which are of normal eontour and which 


y normal epidermis. Above this nose and extending downward and laterally are 


appear to be the eyebrows. This brevity of the nasal prominence (brachyrhynehus) 
has been explained as due to the deficiency of the intermediate jaw bones.1° The 


bsence of the nasal fossae can be explained by the fusion of the superior maxillary 


Fig. 2.—View of the malformed face, 


the structures which normally 


processes and consequent disappearance of any of 


would have intervened. 

The eye of the evelopian face is single. Cyclopia may at times show all the varia- 
ations of fusion of the two optic vesicles, i. e., there may be two eyes in a single 
orbit or the two eyes may fuse until they are single. There is a single cornea, one 
lens and one optie nerve. There is no optic chiasm, but a single optic tract entering 
the cranium through a single optie foramen. This optie traet represents the fused 
bilateral components. Ordinarily the fused eye is larger than a single normal eye, 
but in our specimen the eve is smaller (microphthalmus). The palpebral aperture 
The upper eyelids are not fused. The lower eyelids are 


f which is a single lachrymal caruncle 


is triangular in outline. 


represented by a single lid, in the middle « 
and papilla. The single eye is much larger than it appears in the illustration (Fig. 
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2—beneath rudimentary nose). The palpebral aperture is small blepharophimosis). 
The internal recti muscles are absent. There is one external rectus muscle at each 
lateral angle of the eye. There are several superior and inferior muscles of the eyo. 
ball, which could not be identified. . 
The orbit is single and there is an absence of the bones that normally intervene 
between the two orbits.13 Ballantyne!6 states that in cyclopia, ‘‘the orbit is bounded 
above by the frontal bones, at the sides by the malars and greate Wings of the 


sphenoid, and inferiorly by the fused orbital plates of the superior maxillae (with 


Fig. 3 Roentgenogram., Anterior view of well-forny 


out the nasal process). At the fundus of the orbit is a rounded opening bounded by 
the malformed lesse1 wings of the sph noid, by the sella turciea and by the frontal 
bone; through this foramen eomes the ptic nerve.’?? We verified the entranee of the 
optic nerve. 

Some of the bones of the malformed or e clopian face are lacking, viz., naval, 
vomer, lachrymal, ethmoid, inferior turbinate, palatine and the pterygoid process. 

The mouth and lower jaw of the cyclopian face are absent. We have previously 
mentioned that in those instances when the frontonasal process and the first pair of 
branchial arches are aplastic that the complex deformity which results is known as 


Cyclops hypoagnathus. Not the least obnoxious of these is the absence of the lower 
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nathin) and the absence of the mouth (astomia), which are the conditions 
; wind in this specimen. A complete agnathia is rare. 

Otocephaly or s) notia (approximation or fusion of the ears beneath the skull) is 
other concomitant of the eyclopian deformities. Etiologically, the same theories 


incomplete development of 


ave been applied to it as to the synophthalmus; (1 
vain (medulla oblongata) permitting the coalescence of the auditory vesicles 


Dareste)16 and (2) arrested development of the first branchial arches (Blanc) ,16 


Bischoff) permitting approximation beneath the skull. The ears of the malformed 
face have not completely united, as there is a narrow strip of skin intervening ( Fic. 
2), A probe passed through each middle ear opens into the eommon pharynx. The 


connection between the single pharynx and each middle ear is almost too short to b> 


alled an Eustachian tube; the middle ear is practically continuous with the pharynx. 


in Fig. 2, just below the single eve, there is a slightly oval projection whieh is 
covered by a thick, heavy skin supplied with fine Janugo hairs. Dk neath this is a 
serous membrane forming a sac, whieh contains a debris of necrotie tissue very simi- 


lar to brain substanee. The serous coat is a continuation of a process from within 
he skull. We were inelined to eall this an encephalocele, because of the charaeter 


the débris it contained. The sae was heavily pigmented which we interpreted as 


a 


Fig. 4 Upper aspect of the skull. Calvati een fron. above, I, Side of wetl- 
formed free 2, metopie suture >, frontal bone; 7, Coronal suture; 5, parietal bone; 
. Sagittal suture: 7, oceipital bone S, lambdoid suture; 9, parietal bone, 1, coronal 
suture; 77, frontal bone; 72, metopie suture; 73, side of malformed face: 14, frontal 
bone; 16, coronal suture; 1/6, parietal bone; J7, lambdoid suture: /8, occipital bone; 
19, sagittal suture; 29, parietal bone; 27, coronal suture; 22, frontal bone; 23, octagonal 
fontane 


a possible melanin deposit in the meninges. Furthermore, Planchon and Taruffi indi- 
iually have reported instanees where cephalocele accompanied evelopia. 

The vertex of the ealvarium is abnormal (Fig. 4). This illustration portrays the 
odd configuration of the ealvaria. There are no posterior fontanelles, but the two 
anterior ones are represented by a large octagonal fontanelle. The proportionate 
size of allotment of the cranial bones to the faces is well shown. The metopie 
sutures are present in both frontal bones. The oecipital bones are placed laterally 
to the faces, as are the cerebelli. Tn our deseription we have oriented all the strue- 
tures in relation to the two faeces. 

The cerebra of the Janus monster were in such a necrotic state that they per- 
mitted little more than a cursory examination. There are two cerebra, one for the 
well-formed face and one accompanying the eyclopian face. The latter brain is rudi- 
mentary. The cerebral surface is smooth and only slightly marked by gyri or sulci. 


The rudimentary brain is not divided into hemispheres, but is a single small lobe, 
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divided from the larger and more perfectly developed brain by a fissure, Which we 
are pleased to call the intercerebral fissure. This single lobe possesses no falx 
cerebri, sagittal fissure, olfactory lobe, corpus callosum, septum pellucidum, ete. A 
single internal cavity represents the ventricles. The larger brain, although more 
normal, is as yet not completely developed. The temporal, frontal and occipital lobes 
are well marked out. There are two brain stems. 

The base of the skull can be arbitrarily divided into two sections for deseription, 
according to the allotment for oecupaney by the two different brains. (See Fig, 5. 

On the well-formed side, the squamous portion of the temporal bone, the orbital 
process of the frontal bone, the crista galli and the ethmoid plate are normal in 
structure and in position. The middle fossae are normal except that the petrous 
portions of the temporal bones form parts of the floors of the middle fossae instead 
of the posterior boundaries. The tentoriuin cerebelli (both sides) is attached an 
teriorly to the petrous portion of the temporal bone and consequently forms a part 
of the floor of the middle fossa. The tentoria are also attached antericrly to the 
anterior clinoid) processes, and laterally (relative to the faces) the attachments are 


very high up on the occipital bones at the level of the lambdoid sutures. These 


Kj > Base of skull seen from above, (Tentorin cerebelli and cerebella still in 
situ.) 7, Sid f well-forined face 2, sick fo malformed] face: 3. crista galli separatin? 
the two eribriform plat y) anterior cranial fossa: 5, two optic nerves for the well 
formed face: 6, right internal carotid artery (well-formed face); 7, anterior clinoid 
process with tentorium cerebelli attached: 8. middle cranial fossa; 9, petrous portion 
of the temporal bone: 4, abducent nerve: //, oculomotor nerve: 2, free edge of 
tentorium cerebelli: 78, brain stem: 7). quadrilateral opening formed by the fusion 
of the two sellae tureicne: 6, posterior border of the lesser wing of the sphenoil 
bone; 6, left internal carotid artery Cmalformed face) 7, abducent nerve (mal- 
formed face): IS, single optic nerve for malformed face: 19, anterior clinoid process 
with tentorium cerebelli attached; 26, internal occipital protuberance (torcular hero- 
phili) ; 27, middle eranial fossa: 22, fused orbital plates of frontal bones formins 
snddle-shaped ridge; 23, superior surface of tentorium cerebelli: 2), middle cranial 
fossa; 25, anterior clinoid process with tentorium cerebelli attached. The two ante- 
rior clinoid processes of the malformed side are almost fused. 26, Superior surface 
of tentorium cerebelli; 27. abducent nerve: 28, internal occipital protuberance (toreculatr 
herophili) 29, brain stem: 36, fre edge of tentorium cerebelli: 37, abducent nerve, 
22, oculomotor nerve se. petrous portion of the temporal bone; 3), left internal earotid 
irtery anterior clinoid process with tentorium cerebelli attached; 36, middle 
eranial fossa ?. posterior border of the lesser wing of the sphenoid bone; 38, 
interior cranial fossa 9, mill anterior cranial fossae fused. 
tentoria are exceedingly tough. They are loeated laterally, with relation to the 


faces, as are the occiputs and the eerebella, There are two tentoria, one for each 
brain. The optie foramina, optic nerves, oculomotor nerves, abducent nerves and 
internal carotid arteries are normal. The bodies of the two sphenoid bones have 
fused to make a single sella turcica. Within this sella turcica there is a quadri- 
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lateral opening which contains tissue, which we interpret as the hypophyses. The 
two posterion clinoid processes of the well-formed side are united with the two pos 
terior clinoid processes of the malformed side to form a ridge on each side of the 
sella turciea. Relative to either face, these ridges run anteroposteriorly and lateral 


to the position of the hypophyses or immediately hetween the two brain stems. The 


tentoria cerebelli have free edges mesially where they come in contact with the 
junction of the brain stems and the cerebral hemispheres. The middle cranial fossae 
of this well-developed part are not separated by the sella turcica as normally, but 


because of their more anterior position, the intervening structure is the anterior 


clinoid process and the root of the ridge formed by the lesser wing of the sphenoid. 

On the malformed side the erista g@alli and ethmoid bone are absent. The ante- 
rior cranial fossae as such are absent, but in place of them is a saddle-shaped promi 
nenee formed by the orbital processes of the frontal bones and extending back to the 
ridges of the posterior elinoid processes, The middle eranial fossae of this part are 
small and not separated by the sella turcica as normally, but because of their more 
anterior position, the intervening structure is the saddle-shaped prominence caused 
by the union of the orbital processes of the frontal bones. There are only one 
optic foramen and one optie nerve. There are two internal carotid arteries and two 


abducent nerves in their normal positions. 


There are two cerebella, each of which is normal and loeated in 


the posterior 
cranial fossa. (Fig. 6.) ‘These posterior cranial fossae are in the oecipital areas 
and lateral to the faces. The trigeminal nerves are normal in position, relative to 
each cerebellum and posterior cranial fossa. There are two of these nerves on each 
side (Fig. 6). A very interesting phenomenon is that the well-formed face receives 
two trigeminal nerves, but each nerve is from a separate brain stem. The mal 
formed face likewise receives one trigeminal nerve from one brain stem and the 
other half of the faee is supplied by the trigeminal nerve from the opposite brain 
stem. This same anomalous distribution of cranial nerves is true for the TIT, VT, 
VII, VIILT nerves, and possibly the IV but we are unable to confirm the troehlear 
distribution. The position of the posterior eranial fossae, the eerebella and the man- 
ner of distribution of the cranial nerves lead us to believe that each face is com- 
posed of elements from both of the fetal components. In other words, one-half of 
each face belongs or is continuous with the body on that particular side. 

The single foregut is evidently common to the fetuses, since they also have the 


same pharynx, the same esophagus and stomach. The roof of the eommon pharynx 


is formed by a sae-like structure which is attached superiorly to the brim of the 
quadrilateral opening formed by the sella turcica. The pharyngeal outpocketing for 
the mouth of the malformed face is present but does not open externally as there is 
no oral plate. The mouth of the well-developed face opens into the single oral 
pharynx. The foregut evidently sprang from the anlagen of both feti, beeause the 
larynx is duplicated. The larynx of each side is normal and fully formed. The 
single common esophagus lies between the two larynges. (Fig. 7.) 

The chests are fused above the umbilicus (thoracopagic). There are two nipples 
on each side. There is a sternum on each side of the body, directly under the face. 
The ribs extend from the sterni to the spinal columns which are laterally located, 
relative to the faces. The muscles of the pectoral regions are normal. 


The single esophagus runs throngh the thoracie cavity to the diaphragm, piere 


The two larynges are continuous with two trachers and two sets of lungs. The 
lungs are situated in the thoracie cavity, in a location lateral to the faces or an 


terior to each spinal column. The lungs are normal but atelectatie. 


ing it. 
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There are two separate hearts each of whieh is two-chambered. These hearts ay 
located in the central part of the thoracie cavity, mesial to the two sets of lunos 
and immediately substernal. We believe that these two (two-chambered heats os 
not simply separated portions of the same single heart, but rather that they 
atrium of each heart shows indication of 


auricles, but the absence of the interauriculat 


separate rudimentary hearts. The t\ 


septum. Theremin has reported ¢ 
absence of this septum accompanying eyelopia. 

The heart on the well developed side is a two-chambered heart. One large atriu 
and one large ventricle are present. The atrium and ventricle are larger than th 
opposite heart and evidently more actively funetional. The atrium has two auricles 


or pockets, the eavities of whieh communicate. Only one semilunar and one atrio 


ventricular valve are found. 


The semilunar valve has three cusps. 
wall is very thick. The papillary muscles 


The ventricula 
and chordae tendinae are normal. Thy 


Gs 
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Fig. 6.—Base of skull seen from above. 1, Side of well-formed face 2, sid 
of malformed face: 3, ecrista galli separating the two cribriform plates; 4, anterior 
cranial fossa; 5, two optic nerves for the well-formed face 6, vight internal carotid 
irtery (well-formed face); 7, middle cranial fossa; 8, petro portion of the temporal 
bone; 9, quadrilateral opening formed by the fusion of the two sellae tureicae; 1, 
occipital bone; J/, great occipital foramen; 72, posterior cranial fossa (fossa foi 
lodgment of cerebellum); J3, right trigeminal nerve for the well-formed face; 1}, 
abducent nerve; 15, small anterior cranial fossae fused Wi, middle cranial fossa; 
7, single optie nerve for malformed face; JS, posterior cranial fossa; 19, left trigem- 
inal nerve for well-formed face; 20, great occipital foramen 1, right trigeminal 
nerve for malformed face; 22, left trigeminal nerve for malformed face; 28; fused 

orbital plates of frontal bones forming a saddle-shaped ridge. 
Fig. 7.—Double larynx with interposed esophagus viewed from above. 1, Epiglot- 
tis; 2, false voeal cord: 3, true vocal cord; 4, cartilage of Wrisberg; 4, arytenold 
commissure: 6, arytenoid commissure; 7, cartilage of Wrisberg; 8, true vocal cord; 


9, false vocal cord; 10, epiglottis; 17, esoph:ugus. 


aorta gives off four or five unidentified branches, one of which is continuous with 
the aorta from the opposite heart. 


The heart on the malformed (eyelopian ) side is also a two-chambered heart. One 
large atrium and one large ventricle are present. The semilunar valve is normal but 
the atrioventricular valve is atypical. A large vein entering the atrium is continu 


ous with a large vein of the other heart. In other words, a venous arch is present, 
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which has tributaries. The artery is single and is continuous with the large artery 
lading from the other heart, henee an aortie arch exists between the two hearts. 
This aortic arch gives off subsidiary branches. There are two descending aortae. 

This fetus is an omphalopagus beeause it possesses a single umbilieal eord with 
a single artery and one vein. There is a hernia at the umbilicus, i. e., the area im- 
mediately surrounding the umbilical junction is not supplied with normal skin. The 
cord is eeeentrically attached. Ballantyne has noted the occasional occurrenee of an 
umbilical hernia and a single umbilical artery with cyclops. 

There are two separate livers, connected by the diaphragm and lesser omentums. 
The livers are so arranged that the smaller of the two is on the side of the eyelopian 
face, and the larger one on the side of the well formed face. The livers are not 
normally shaped. The large liver possesses a gall bladder. In the small liver there 
is no faleiform ligament or gall bladder present. 

Only one large spleen was found. It was free and attached only to the stomach 
by the gastrolienal ligament. 

The single stomach is continuous with the common esophagus. The stomach, 
duodenum, and a large part of the jejunum lie above the umbilieus and are situated 


between the livers. There is a single duodenum. The jejunum divides about half 


Fig. 8.—Roentgenogram of left hand Fig. 9.—Roentgenogram of right 
of malformed side. hand of: malformed side. 


way into two branches which continue out into the respective abdominal cavities of 
the feti. There are two appendices. 
The kidneys, bladder, uterus and adnexa are all normal and bilaterally repre- 


sented. 


The right, less developed fetus has no umbilical artery. That is to say, the inter- 
nal iliae is normal but gives no functional hypogastrie artery to the umbilicus to 
enter into the placental circulation. The left fetus has one large hypogastrie coming 
from the right internal iliac. This artery is very large and forms the umbilical 
artery (the single tributary). 

On the side of the well-formed face the arms and hands are normal. On the side 
of the malformed face there are certain abnormalities. In both forearms, the ulna 
is ore and a half times as long as the radius. This causes a marked abduction of 
the hands on the wrist, similar to the deformity produced by destruction of the dis 
tal epiphysis of the radius. 

On the malformed side the left thumb is represented by a tiny papilla the size 
of a pinhead on the radial side of the base of the index finger. This agenesia or 
aplasia of the thumb is usually associated with an absence of its metacarpal and the 
radius, the malformation being known as radial ectrodactyly. The metacarpal is 
lacking but the radius is present. The right thumb is rudimentary and club-like. 
There are only four metaecarpals. 
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SEBACEOUS GLANDS IN THE HUMAN NIPPLE 


By Orman C. Perkins, A.M., M.D., Anp ApaAm M. Miuuer, A.B., A.M. 
BROOKLYN, N. Y. 
(From the Department of Anatomy, The Long Island College Hospital) 


ARIOUS textbooks of anatomy and histology contain such state- 

ments as these: ‘* These (sebaceous glands) are branched sacular 
glands which may be subdivided into classes, (1) those whose ducts 
open into the hair follicles, and (2) those whose duets open upon the 
free surface of the epidermis. The former are by far the more numer- 
ous; the latter occur in the skin of the face, red margins of the lips, 
labia minora, glans penis and prepuce, and the tarsal glands of the 
evelids. With the above exceptions the distribution of the sebaceous 
glands is coextensive with that of the hair.’’! ‘‘Sebaceous glands are 
found in some regions devoid of hairs, as in the margins of the lips, 
glans penis, prepuce, glans clitoris and labia minora.’’? ‘‘The dis- 
tribution of the sebaceous glands in the skin is closely connected with 
that of the hair follicles into which they pour their contents. Execep- 
tions to this rule occur in only a few regions of the body, as, for in- 
vfance, in the glans penis and foreskin (Tvson’s glands), in the labia 
minora, angle of the mouth, glandulae tarsales and the meibomian 
elands of the eyelids, ete.’ In this group of observations there is no 
indication that sebaceous glands are found in the nipple. 

In other texts we find the following statements: ‘‘In the region 
around the nipple sudoriparous and sebaceous glands develop, the 
latter also occurring within the nipple area and frequently opening 
into the extremities of the lacteal duets.’’* ‘‘In the area around the 
nipple—the areola—numerous sudoriferous and sebaceous glands de- 
velop, some of which come to open into lacteal duets.’ ‘*The nipple 
and areola contain also abundant sebaceous glands; and sweat glands 
are present in the periphery of the areola.’ These statements indi- 
cate that sebaceous glands are present in the nipple and in two in- 
stances point out that they open into the lacteal duets. 

In a third group we find statements in which the authors have at- 
tempted to explain the presence of these glands. ‘‘Over both areola 
and nipple the skin is provided with large sebaceous glands, the 
secretion of which is increased during lactation and serves as protee- 
tion during nursing.’ ‘‘The eorium of the nipple has many large 
vascular and nervous papillae and there is no fat in it. Hairs and 
sudoriferous glands are absent, but sebaceous glands are present in 
large numbers. Their secertion here and over the areola serves to 
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keep the skin soft and to protect it from the saliva of the nursing 
intant. 


In addition to the exceptions noted above, we desire to record our 
observations on the sebaceous glands of the human nipple. These 
glands have been noted by some authors and apparently overlooked 
by others. Their importance from a purely histologie as well as from 
a practical standpoint seems to justify a record of the findings in a 
large series of nipples. 


Nipples were collected from forty male and female bodies varying 

= 

in age from twelve to sixty-five years. In all of the specimens, regard- 
less of sex or age, sebaceous glands were found. 


if 


Fig. 1.—Cros ection of the tip of a nipple of an adult female in which the mam- 
mary gland was in «a resting condition. (a) Milk ducts: (Db) sebaceous glands. 


For the most part these glands are compound, having from six to 
nine saccules; occasionally a gland is formed by a single saceule. 
Kach gland opens directly onto the surface of the nipple through a 
short duct. In no instance was one found to empty into a hair follicle 
or into a lacteal duet. Structurally the glands differ in no way from 
the sebaceous glands found in the other parts of the body. They are 
embedded in the dense areolar tissue and smooth muscle which makes 
up the stroma of the nipple (Fig. 1). The saceules are composed 
of polyhedral epithelial cells, the outermost of which are cuboidal but 
in some instances flattened. The eytoplasm of the outermost cells 


stains with the common cytoplasmie dyes and the nuclei are quite 
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pasophilie, while the cytoplasm of the central cells, which are larger, 
take very little if any of the dye and the nuclei are pale (Fig. 2). 
We may infer that the outer cells represent the daughter cells of 
recent mitotic division, in which the process of fatty degeneration has 
not taken place. The outer layer of cells of each saccule rests upon 
a basement membrane. 

Each saccule is surrounded by coHagenous tissue which is destitute of 


smooth muscle fibers. This collagenous layer contains many blood ves- 


Fig. 2.—Section of a sebaceous glind in the nipple of an adult female with a resting 
mammary gland. 

sels and the capillary network is closely applied to the basement mem- 
brane. In the connective tissue surrounding the entire gland there 
are long slender bundles of smooth muscle fibers. These bundles are 
more compact than in other parts of the stroma in the tip of the 
nipple, having much the same appearance as the arrector pili muscle. 
It is reasonable to assume that the smooth muscle plays a part in the 
expulsion of the glandular contents. 

The glands are found only at the tip of the nipple and the duets 
for the most part empty upon the surface of the tip, although a few 
may open on the sides of the nipple but in no instance more than 114 
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mm. from the tip. From this level to the areola, no glands were 
found in any specimen. 

The ducts of the sebaceous glands are lined by stratified squamous 
epithelium which diminishes in the number of layers, but the cells 
increase in thickness as they approach the gland until finally we have 
a double layer of cuboidal cells and finally a single layer of flattened 
cuboidal cells. 

During the period of lactation there is an apparent growth or bud- 


ding from the primary saccules so that the entire gland is enlarged to 


ig. 3.—Section of a sebaceous gland in the nipple of an adult in the latter part of 
gestation, 


many times its original size (Fig. 3). In one gland thirty-eight sae- 
cules were found; many of these, however, were very small and cross- 
section of the saccule showed from six to twelve cells. 

The milk duets are filled for a considerable distance with plugs 
which are made up of desquamated epithelial cells (Fig. 4). These 
cells probably represent the desiccated, flattened, cornified cells of 
the stratum corneum, as the stratum corneum extends for a short dis- 
tance inward along the ducts. 
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The ‘‘elastico-muscular’’ apparatus as described by Liperovsky® 
although present in all specimens varies in different specimens as to 


the amount of elastic tissue and smooth muscle. 


Finally, it is not unreasonable to ascribe to these structures that 
are found in the nipple certain features of practical importance. The 
plugs which are formed in the milk duets may serve to prevent bae- 
terial invasion of the deeper portions of the duets and of the glands 


where, in the resting stage, there is only a single layer of euboidal 


Fic. 4 Cross section of a milk duct in the nipple of an adult female with a resting 
mammary gland, 


cells. The sebaceous glands of the nipple which are not associated 
with hair follicles, may be assumed to represent a mechanism for 
lubricating the surface of the nipple, as suggested by Piersol and 
Jackson. During lactation, this lubricating material would probably 
tend to prevent the drying action of the infant’s saliva and of the 
milk during evaporation, and thus would in the end prevent desicea- 
tion of the deeper layers of the corium with resultant cracking of 


the skin. 
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OUTLET PELVIMETRY AND ITS IMPORTANCE 


By O. McCormick, A.B., M.D., INDIANAPOLIS, INDIANA 


Issociate in Obstetric Department, Indiana University School of Medicine) 


KTER what perhaps might be termed a rather limited though 

diligent obstetric practice, | desire to present some of the im- 
pressions [ have had regarding the pelvie outlet, based on practical 
experience and the opinions of modern authorities. I have long 
wondered why, in our average modern textbook, to a greater degree 
in our obstetric teaching, and by far a still greater degree in practice, 
so little stress is placed upon the pelvie outlet compared with the 
pelvie inlet. The experience of all who have done only a moderate 
amount of obstetrics and the experience of those who have done 
enough to compile long lists of reliable statistics, has shown that 
difficulties arising at the outlet are not only ofttimes equally severe 
to both mother and baby, but are also many, many times more fre- 
quent, and the resulting pathology and permanent injury perhaps 
ten to one as common as at the inlet. Again, all common measure- 
ments of the inlet exeept the internal conjugate are external, indirect, 
and inaeeurate and of no value except in classifying the type of pel- 
vis, while those of the outlet are direct, easily accessible and accurate 
as far as exactness is possible. Then, too, the baby’s head, which 
after all is the only real pelvimeter, can be readily applied either 
manually or by test of labor to the inlet, and the proportions ad- 
judged, but certainly not to the outlet until late in labor, whieh, 
indeed, is too late if the outlet proves small. 

The normal female pelvie outlet may be considered a true rhomboid, 
Whose transverse and anteroposterior diameters are 11 and 11.5 em. 
respectively. For practical purposes it is composed of two triangles, 
an anterior or urogenital and a posterior or reetal. These triangles 
have a common base, the bisisehial or transverse line joining the 


ischial tuberosities. The apex of the anterior is formed by the lower 
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edge of the sympliysis while that of the posterior is formed by an 
equally rigid, fixed point, the tip of the sacrum. The boundaries of 
the two triangles differ chiefly in that the legs of the anterior are 
composed of rigid nonyielding bony barriers, the descending and 
ascending rami of the pubis and ischia, while the legs of the poste- 
rior are composed of the soft, yielding parts, mainly the levator ani, 
eoceygeus, the superior and inferior pelvie fasciae, and less immedi- 
ately the great and small sacroseiatie le@aments. 

The diameters of the outlet commonly taken are the transverse, the 
anteroposterior, the anterior sagittal, and posterior sagittal. It is 
also customary to note the angle of the pubie rami as narrow, broad, 
or normal by outlining the rami with the fingers or thumbs. As to 


the diameters, my experience has demonstrated to my satisfaction 


Fig. 1 Measuring transverse diameter Fig. 2.—Mensuring transverse diameter 
With an inlet pelvimeter. with Williams’ outlet pelvimeter. 


that there are but two practical diameters, the transverse or bisisehial 
and the posterior sagittal, first described by Rudolph Klien, in 1895, 
as that diameter extending posteriorly from the middle of the trans- 
verse or bisisehial to the tip of the saerum. 

The teclnie of taking these diameters is as follows: The patient is placed in the 
exagecrated lithotoniy position with the hips well over the edge of the table. This 
position greatly facilitates measurement beeause it forees the ischial tuberosities into 


ler to obtain aceurately the posterior 


prominenee, and is little short of imperative in or 
agittal. The patient having been placed in this position, the ischial tuberosities are 
earefully palpated with the thumbs at the widest transverse diameter. This line will 
he found to pass transversely across the anterior border of the anus. TI wish partie- 


Warly to emphasize this point, because I find that the average student or the one 
Unfamiliar with pelvimetry almost invariably locates this diameter one or two centi- 
meters anterior to the anus, and thereby gets a reading erroneously short because of 
the converging rami. ravine loeated the diameter, the thumbs are then so arranged 


that the planes of the thumb nails correspond to the planes of the inner surface of 
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the ischial bones. An assistant then measures the distance between the thumb nails 
with an appropriate pelvimeter (Fig. 1), or the examiner can conveniently perform 
the measurement alone by employing a special outlet pelvimeter, such as designed by 
Williams (Fig. 2), or DeLee. Ile may still more simply perform this maneuver by 
using an ordinary linen or steel tape stretched against the tuberosities over the 
thumb ends (Fig. 3). And what is still a more ready, though inaccurate, yet prac 
tical method in noting lateral contraction is passing the fist transversely between 
the ischial tuberosities (Fig. 4). The average fist is 8 em. wide and if it can he 
comfortably passed the average lead will come through. 

The measuring of the posterior sagittal is much less simple, largely because its 
extremities are decidedly less accessible. The anterior extremity is centrally located 
on the fixed transverse interischial diameter, while the posterior is represented by 
the tip of the sacrum. The latter is rather difficult to demonstrate unless the pa- 
tient’s hips are well over the end of the table and the thighs well flexed. With the 
index finger in the vagina, the thumb is placed over the region of the coeeyx. By 
moving the coceyx back and forth, the sacrocoecevgeal joint is determined and indi 


cated by marking on the skin with a blue peneil. 


Fig. 3 Measuring transverse diameter Fig. 4.—KEstimatinge transverse diameter 
with tape. by passing fist between ischia. 


The original instrument devised for measuring this diameter was first deseribed by 
Klien.t The common objection to it and to some of the modifieations that followed 
was that it required an assistant. Thoms’ modification is supposed to avoid this 
objection, and although I am quite familiar with it, and use it altogether, I must 
admit that an assistant is an added advantage and I believe that so far as the instru- 
ments that have been devised up to date are concerned, an assistant is always quite 
necessary in taking the measurement accurately. An instrument which bids fair to 
be a one man instrument (Fig. 5) devised by George H. Piereejta of New York, 
has reeently come into ny possession, The device of Thoms as well as the original 


of Klien, is so eonstructed that it may also be used to measure the transverse by 


placing the thumbs in the hooks and pressing them against the inner surface of the 
ischial tuberosities. The reading on the crossbar is noted, and then the thumbs are 
removed and the transverse bar is held in place with the fingers of one hand, while 
the free compass point is applied to the tip of the sacrum indicated by the pencil 
mark (Fig. 6). The extent of the measurement is indicated by a seale graduated 


on a@ special arm of the fixed lee of the compass. Owing to the thickness of the 
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sacrum, the reading is over correct by 1 em., which should be subtracted. The nor- 
mal net is 7.9 em. 

Some consider the posterior sagittal as measured from the middle of the trans- 
verse to the tip of the coceyx, but as pointed out by J. C. Hirst, 11,2 this is ineorreet 
because the coceyx rarely obstructs labor, and in addition its tip does not lie in the 
true plane of the pelvie outlet. To obtain the anterior sagittal, the instrument is 
rotated 180 degrees and the distance similarly measured from the transverse to the 
lower margin of the symphysis (Fig. 7). This normally is 6 em. 

If one is not equipped with a special pelvimeter he may satisfactorily take this 
diameter in average cases by placing a tongue depresser or probe along the trans 
verse and measure with an inlet pelvimeter from the middle of the straight edge to 
the tip of the sacrum (Fig. 8), substracting 1 ¢m.; or he may measure from the 
middle of the straight edge to the tip of the coceyx with either the inlet pelvimeter 


or ordinary tape (Fig. 9) adding 2.5 em. to allow for the backward deflexion of the 


coccyx. 


Fig. 5.—Outlet pelvimeter designed by George H. Pierce. 


The simple direet manual method described by Edgar has not been found practical, 


especially where contraction exists. It is performed as follows: Make horizontal 


pencil marks over the ischial tuberosities indicating the extremities of the interischial 
diameter. The whole right fist is pressed into the rectal triangle, the ulnar border 
being carefully adjusted to the sacrococeygeal joint. The upper surface of the index 
finger or the semiflexed thumb is made by extension or flexion to come in contact 
with the center of the interischial diameter represented by a straight edge, such as a 
uterine applicator or heavy probe, joining the horizontal marks over the ischial tuber 
osities. The fist is then withdrawn and measured with a pelvimeter and the poste 
rior sagittal diameter ascertained. In’ this instance 1 em. is not subtracted. 

Again, the geometric method of caleulating the diameter in question, first sug 
gested by Biddle, may be accepted as satisfactory. Take the square root of the dif- 
ference between the square of the ischiosacral and the squave of one-half the inter- 
ischial. The result will be the posterior sagittal. Calculation may be avoided by 
constructing a table, giving both the ischiosacral and the posterior sagittal diameter 
for each centimeter of shortening of the transverse. 

There seems to be a sufficiently constant relation between the distance between 


the superior posterior iliae spines, ordinarily known as the transverse diameter of the 
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thomboid of Michaelis, and the transverse of the outlet to e@ive this relation som 
practical value. I have found these diameters equal within 0.5 em. in over 99 per 
ranging from 6 to 11 em. In other words, 


boid of Michaelis is very indicative of 


cent of cases measured, &@ narrow rhom 
routine | re natal exam- 


Because in addition, the lengtl 


a narrow outlet, and a 
ination should include inspection of this rhomboid. 
of this rhomboid seems to 


have a definite relation to the conjugata vera—a short 
rhomboid foretelling a contracted inlet. 


Fig. 6.—Measuring posterior sagittal Fig. 7.—Measuring anterior sagittal dia- 
diameter with Thom’'s instrument. meter with Thom’s instrument. 


Fig. 8.—Measuring posterior sagittal Fig. 9.—Measuring posterior sagittal 
diameter with straight edge and inlet pelvi- diameter with straight edge and tape. 
meter, 


It would be unjust not to mention the diligent effort made during 


the last five or six years both abroad and at home in the field of 


roentgenology*® as regards pelvimetry, and strangely enough in many 


instanees emphasizing the outlet. The articles are largely technical 
and appeal chiefly to the x-ray technician. The limitations of this 
paper do not allow of further discussion except that roentgenographic 
measurements in women far advanced in pregnaney are unreliable, 
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and if abnormalities are suspected, especially at the outlet, the exam- 
nations should be made early in gestation. ‘Then, too, quite recently 
a series of cases has been reported by two very reputable authorities,** 
questioning the safety of roentgenography during gestation, espe- 
eially during the early weeks, because of the deleterious effeet upon 
the fetus. 

Outlet pelvimetry allows us to recognize the most common pelvic 
deformity in the American white woman, namely, the contracted out- 
let pelvis, commonly known as the funnel pelvis. Of all pelvie de- 
formities in the white woman, it constitutes 44 per cent. This is in 
marked contrast to 15 per cent in colored women. Its frequeney, ae- 
cording to Williams,’ Thoms,* and Williamson’ is from 5.3 per cent 
to 7.7 per cent. Without pelvimetry this deformity is usually not 
found until late in labor, and is the most common eause of outlet 
difficulties. 

This deformity, where outlet pelvimetry is not employed as a 
routine, is especially liable to be noted in that form of funnel pelvis 
known as the muscular type, which has been given considerable con- 
sideration in recent obstetric literature. The characteristic, ab- 
normally large inlet measurements together with the muscular 
make-up of the patient, is quite likely to throw the novice off his 
guard. He may also overlook the accentuated lumbosaeral angle 
bearing the high promontory which prevents head engagement, and 
he is liable to be further misled by not taking into account the fact 
that these patients characteristically give birth to stocky, bony- 
headed babies. Early recognition in these cases often thwarts disas- 
ter to both baby and mother by ealling for early cesarean section. 

In contracted outlet the transverse diameter is 8 em. or less, the 
arch thus being of the male rather than the female type. In this par- 
ticular an 8 em. or less transverse is to an outlet, what an 8 em. or 
less conjugata vera is to an inlet, in that both afford warning of 
probable diffieulty. 

The prime significanee of the narrowed outlet is in the faet that in 
the normal female pelvis the pubie angle varies from 70 to 100 degrees 
and usually is a right angle, the occiput rotating under the arch 
emerges immediately beneath the pubis, the stress of the delivery is 
borne by the urogenital triangle, while in the narrowed outlet, the 
occiput is made to eseape away from the arch and the head is foreed 
on the perineum and against the coceyx and sacrum, the posterior 
triangle thus becoming the available outlet. Consequently various 
degrees of lacerations of the perineum, levator ani, pelvie fascia, and 
rectum result, with perhaps fracture of the coceyx, and should the 
sacral tip be far forward, delivery becomes impossible. 


In deciding whether the head will or will not pass the outlet, it is 
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important to know the transverse and posterior sagittal diameters 
In general, if the transverse is over 8 cm. no further measurement of 
the outlet need be taken. Ilowever, if it is 5 em. or less, it is im. 
portant to measure the posterior sagittal as above described. If the 
physician is not equipped or does not feel competent, he should, for 
his patient’s sake and his own peace of mind, obtain the help of one 
sufficiently qualified to make the measurements. This is especially 
true in cases having a history of previous outlet difficulties, 

It often happens that, although the transverse diameter is ¢on- 
tracted, the posterior sagittal may be normal, or, indeed, may be of 
a compensatory extent, thus allowing the passage of a normally sized 
baby. The compensatory relation of these two diameters as compiled 


by Williams’ is as follows: 


Transverse diameter Post. sagittal 7.5 em. 
em. S.5 em. 
6.0 em. 9.0 em. 
5.0 em. = 10.0 em. 


A similar analysis of the importance of the relation of these two 
diameters in contracted cases has been emphasized by J. C. Hirst! 
through the formula known as the ‘‘Index of the Outlet’? devised by 
C. D. Daniels, of Philadelphia. This index is derived by taking one- 
half the preduct of the transverse multiplied by the posterior sagittal; 
l.e., one-half the base by the altitude. Ilirst vives this normally as 


11 x 10 


or 50 square em. This 55 square em. is called the normal 
**Index of the Outlet.’’ If this index is 55 to 35, spontaneous delivery 
is the rule; if 35 to 25 considerable difficulty will be experienced ; and 
under 25, delivery from below is very liable to be insurmountable. 


These variations may be graphically given thus: 


Normal index of the outlet, 55,—spontaneous. 


Index down to cake possible outlet foreenps. 
Index 35 to 25,—-usually foreeps. 
Index 25 or below,—--practically obstruetive. 


This formula assumes the normal posterior sagittal to be 10 em., 
the same as originally described by Klien, which, to be exact was 
9.95 em. Practieally all American e¢linies find it to be 7.5 em. It 
is difficult to reconeile this discrepancy but possibly the German 
women of Klien’s clinie normally have approximately 10 em. posterior 
sagittals, for he found a lateral contraction of 24 per cent, which ts 


four times that found amone American women. 


11 x 10 7x10 Wx 7 6x7 
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Of eourse this index, as well as the table of Williams in general 


applies to the baby weighing at least 7 pounds and not necessarily 


to smaller babies. J. C. Hirst, I1,'? reports two eases in which the 
babies weighed over 6 pounds, the one case having an index of 23.5 
and the other 22. Each child survived; in the latter case, however, 


the baby showed signs ot cerebral pressure for a time. 

[ have found this *‘Index of the Outlet’? very appleable for teach- 
ing purposes in that it readily clarifies the subject for the average 
student. 

Neither of these two mathematical guides should be accepted too 
dogmatically in all cases, because the occasional exception does oeeur. 
The ability of a child’s head to mold, the position, the vis a tergo, and 
the patient’s age are potent factors. 

However, | do not believe that a pallid, gasping baby, finally resusei- 
tated, beginnine existence with minute hemorrhages permeating its 
brain, and a mother with a mutilated permeum left to bear the 
sequelae of disease and discomfort therefrom, constitutes good ob- 
stetri¢s. 

It is not within the realm of this paper to discuss the effect of the 
contracted outlet upon presentation, mechanism, and conduct of labor. 
Yet it is difficult not to correlate a few practical facts arising from 
outlet pelvimetry; e.g., if pelvimetry shows a contracted outlet and 
the baby is of average size, an episiotomy is indicated, when delivery 
is to be condueted from below. Not only is an episiotomy indieated, 
but the type suggested; namely, the mesiolateral instead of the 
median. The median would lead to a possible extension of the tear 
into the rectum, especially if the size of the baby or the amount of 
contraction is underestimated. The mesiolateral episiotomy would 
permit of further extension, if necessary, into the less important tissue 
of the ischiorectal fossa, and if still further extension of the incision 
is indicated, it may be continued posteriorly as a coneentrie incision 
from 1.25 to 1.5 inches about the anus toward the midline, thus per- 
mitting the baby to be delivered beside the reetum = rather than 
through it. This modification of the mesiolateral episiotomy was first 
advocated by Sehuekart. 

Again, the obstetrician, if cognizant of a contracted outlet, is most 
likely to be prepared to assist with forceps, if indieated, and knowing 
the situation, is apt to interfere earlier and not permit an unneces- 
sarily protracted labor. Ilis interest in the oversize and presentation 
and position of the baby will also be stimulated. This early inter- 
ference may take the form of a pubiotomy or cesarean, depending 
upon the situation and individual operator. F.S. Newell’ in a recent 
communication reports having seen 38 or 4 cases of ruptured sym- 


physis from the leverage of forceps in endeavoring to work a head 
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through a contracted outlet. He states further that if the outlet haq 
been carefully measured and the condition appreciated the deplorable 
accident could have been avoided by selective cesarean. 

The aceoucher will put a very unfavorable prognosis on a breech 
presentation and will avoid, if possible, a breech extraction because of 
the inability to deliver with sufficient rapidity the after coming head. 
which not seldom requires forceps. DeLee states clearly that: a 
large number of these babies are lost, if not through forceps, by 
craniotomy. 


Kor the same reasons the aeccoucheur, once awakened to a nar- 


rowed outlet, most likely will forsake that most commonly used of all 
emergency operations, the internal podalice version. Large shoulders 
and extended arms will afford him additional anxiety in- both these 
groups of cases. 

Narrow outlet pelvimetry will make the physician skeptieal of a 
posterior position, especially if the head is high when labor begins, 
even though the transverse is up to 8 em. He will also realize his 
handicap in attempting a Seanzoni on these cases. He will assume an 
unfavorable attitude even in the anterior positions if the head is 
above the spines when labor begins and the transverse is less than 
8 em. Thus the pelvimetry makes him place a special value on the 
different positions of the head. Also, if aware of lateral contraction, 
the conduet of labors complicated by eclampsia, placenta previa, pre- 
maturely separated placenta, and other emergency complications, will 
be governed differently than in normal outlet pelves. 

Krom the foregoing, it may be conservatively concluded that pelvim- 
etry of the outlet has a most distinet importance in successful ob- 
stetries. I agree with Ehrenfest’’ that too much attention is given 
to the measurement of the true conjugate and mensuration of the 
pelvie outlet neglected. As a matter of fact I firmly believe there is 
more practical obstetries at the outlet than at the inlet. It certainly 
is the most important pelvimetry for the general practitioner. As 
pointed out by Jellinghaus'’—‘‘It is so easy—requires no fuss or pain 
to the patient. Even if a man were too lazy to measure the posterior 
sagittal—he could benefit a whole lot by just measuring the trans- 
verse,’’ 

Because the bulk of obstetries today is performed by the general 
practitioner, and the majority of our medical school graduates become 
general practitioners, and because contracted pelvic outlets with their 
sequelae are so prevalent, I am of the emphatie opinion that the prog- 
ress of obstetrics cannot be advanced any more rapidly today than by 
greatly emphasizing this important subject of outlet pelvimetry in 


our textbooks and in all our practieal obstetric teaching. 


| 


CORSCADEN : THE RADIOTHERAPEUTIC MENOPAUSE 803 


REFERENCES 


1Klien, R.: Monatschr. Geburts. u. Gyniik., 1895, u, 165. 
1Pieree, Geo. H.: Internat. Abstr. of Surg., February, 1921. 


oHirst, J. C., If: Personal Communication, Nov. 26, 1924. 


Spaulding, A. B.: Surg., Gynee. and Obst., 1922, xxxv, 813. 


Web r: Fortschr. a. d. Geb. d. Réntgenstrahlen, 1922, xxxix, 20. 
Chossard and Lapine: Jour. Rad. et d’electrol., Mareh, 1923, vii, 115. 
Bailey and Bagge: AM. JouR. OBST. AND GYNEC., May, 1923, v, 461. 
‘Wil : Obstetrics, ed. 4, p. $23 
Williams: Obstetrics, ed. 4, p. 828. 
iy \ Jour. Obst., 1915, Ixii, 121 
TWill Am. Jour. Obst., 1918, Ixxviii, 528 
sWilliams, J. T.: AM. JOUR. OBST. AND G ( April, 1922, iii, 345 
Davis, A. B AM ir OBS! \ »> GY ( \ l, 1924. vii 753 
Williams: Obstetrics, ed. 4, p. S28. 
1iHirst, J. C.: Manual of Obstetries, 2 ed., 1924, p. 238, W. B. Saunders Co. 
Hirst, J. C., JL: Personal Communieation, Mareh, 1924. 


i3Newell, F. 8.: Harvard, Personal Communication, April, 1924. 

144DeLee: Principles and Practice of Obstetries, ed. 3, p. 828. 
Kha st, Ilueo: Am. Jour. Obst., April, 1906, lilt, 465. 
Jellinghaus: Personal Communication, Nov. 24, 1922. 


904 MepicAL ARTS BLDG. 


‘THE RADIOTHERAPEUTIC MENOPAUSE: ITS 
SIGNIFICANCE AND MANAGEMENT* 


By James A. Corscapen, M.D., New York, N. Y. 
INTRODUCTION 


| ioe great frequeney with which it becomes necessary to bring about 
an artificial menopause, either by castration or radiotherapy, de- 
mands that the causes of the manifestations commonly associated with 
this state be accurately determined so that its management may be put 
on a rational basis. This knowledge can be obtained only by observing 
the patient for at least eighteen months, assuming that the menopause 
is established when amenorrhea has persisted that long, and determiin- 
ing what svVmptoms and conditions have really occurred, eoincident 
with the onset of the amenorrhea. The opportunity to make this study 
has come through the follow-up system at the Presbyterian Hospital 
which brings back 80 per cent of the patients for personal examination 
elds information coneerning the general earning capacity and 
subjective sensations of the patients in over 95 per cent of the cases. 

The complete study covers both the castrated women and those 
treated by radiotherapy. The present discussion is limited to the con- 
sideration of the latter: it is a purely clinical study and avoids as far 
as possible the fascinating speculation as to the mechanism by which 


the effects are brought about. 
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METILOD 


The material for the study is taken from the records of 206 patients 
who have had a radiotherapeutic menopause. The conditions selected 
for study comprise those which at the present time are commonly asso- 
ciated with the spontaneous *‘change of life’? by both layman and phy- 
sician. The word menopause, strictly speaking, means cessation of 
menstruation. By tradition and common experience it has come to 
imply much more; to include a group of diseases, symptoms, and 
conditions which is constantly diminishing as the real causes are dis- 
covered and the need of attributing them to the ‘‘change of life’’ 
eliminated. This group has, in the past, included practically every 
abnormal sensation and disease; serious diseases such as cancer, Bright's 
disease, diabetes, osteomalacea and tetany; all sorts of cutaneous mani- 
festations, and nearly all the symptoms referable to the various body 
systems, notably nervous diseases and insanity; obesity, changes in sex 
characteristics, premature old age, and latter!y many vague disturb- 
ances of general health and vitality thought due to disturbances in the 
endocrine balance. 

Our selection has shortened the list to the following subjeets, because 
they are commonly met with in the literature of the normal menopause 
or are in the minds of most women, particularly when facing the 
prospect of an artificial menopause: earning eapacity, changes in 
weight, in age appearance and in sex appearance, libido, changes of 
blood pressure, in the joints, and in the nervous condition of the patient ; 
hot flashes, and other unaccustomed sensations. Of late we have made 
some observations on the basal metabolism, hoping to throw some light 
on the question of obesity. 

The cases have been divided into three groups, those under the age 
of twenty-five, to study alteration in physical characteristics in the 
young; those between twenty-five and thirty-eight vears of age, to 
include the active childbearing period; and those of thirty-eight or 
over, because this age is commonly regarded as being the normal limit 
of the spontaneous menopause. 

The patients were made either permanently amenorrheie by radium 
or X-ray or were so at the time that the observations were made. This 
group is small since our policy for several vears has been to either give 


a full sterilizing dose or to avoid the use of radium or x-ray entirely. 


GENERAL CONDITION 


Explaining the tables concerning the subjects studied we find that 
the general condition and earning capacity has improved in practically 
every case because the patients have been relieved of ailments more or 
less incapacitating. The only exceptions to this general improvement 


have been six women whose nervous condition has prevented them from 
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utilizing the physical strength which they possessed. Even sufferers 
from tuberculosis, being relieved from loss of blood, have increased their 
activities. The weight has, for the most part, increased a few pounds, 
an average of six pounds in the cases observed. A few lost weight 
when their normal exercise was resumed. In only a few instances has 
there been a great increase in weight. Whatever may be said of the 
spontaneous menopause, it has not been our experience that obesity has 
been a prominent symptom arising after the artificial menopause. 

The age appearance, as indicated by graying of the hair, wrinkling 
of and changes in the color and texture of the skin, is obviously diffi- 
cult to appraise. In only two women of the series have these changes 
been abrupt enough to be considered as the result of loss of menstrua- 
tion. This manifestation was particularly studied in the younger 
women. In them the only difference noted was in the color and texture 
of the skin which seemed more sallow. 

The sex appearance was appraised by noting changes in hair dis- 
tribution, voice, attitude toward the opposite sex, libido, the breasts, 
atrophy of the external genitals and vagina, and the size of the uterus. 
The only change noticed was that almost invariably the uterus, in- 
cluding the cervix, was very definitely and in many eases greatly 
reduced in size. Libido likewise seemed to be unchanged although the 
accuracy of the information on this point may be questioned. 

Since the publication of Cecil’s article on Climacteric Arthritis, we 
have endeavored to note the occurrence of this condition in our women. 
The information is as yet fragmentary. I feel at liberty to say that the 
number of women who developed joint symptoms within two years of 
the induction of the artificial menopause in the series of cases here 
studied is so small that this difficulty had not attracted my ‘attention 
as one resulting from the procedure. We hope later to present a more 
detailed report. 

During the past vear, we have studied the basal metabolism of 11 
patients before and after the artificial menopause. Of these, none has 
shown a change in the metabolic rate within a vear. One as low as 
17 per cent minus and another 22 per cent plus have remained un- 
changed. The greatest change was from plus 6 per cent to minus 6 
per cent, both considered normal rates. 

Hot flashes have occurred with such frequeney that we regard them as 
a normal manifestation and the one definite indication of the presence 
of the menopause. The occurrence and severity as indicated in Table I] 
are about the same as one would expect in the spontaneous menopause. 
It is difficult to determine the nature of the hot flash and the sweats 
that so frequently go with it. The conventional hypothesis that it is 
due to irritability of the sympathetic nervous system controlling the 


terminal blood vessels and sweat glands is satisfactory for the present. 
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Symi I \ ( 

DER Bo 95-38 0 I 

flashes 
Absent o 6 14 23 
Mild 6 17 L06 129 
severe | 9 14 17 
10 23 | 169 

Nervousness 
Unehanged 5 9 3: 
Improved j 13 13 60 
Mod. severe ] 5 be LS 
severe l ] 5 7 
LO 24 L14 148 

Age appearance 

Unchanged 5 0 50 55 
Older 3 3 14 20 


1] ) 
Secondary sex characteristi S 
Changed 0 ) ) 
Unchanged 6 67 
Z Oo 
Libido 
Unchanged 8 25 36 
Diminished () 0) 2 
} 10) 
Bloos pressure 
Unchanged 5 14 G2 go 
Inereased ( 0) lt 16 
14 7 Q8 


A study of the blood pressure shows that in 16 patients or 19.6 per 
cent of all the eases observed, there was an increase of over 20 mm. of 
mereury within eighteen months after treatment. It is interesting to 
note that all of these rises occurred in women thirty-eight vears of age 
or over. The mechanism by which the increase is produced is difficult 
to determine. Without having made a careful blood chemistry study 
in all of the cases, it has appeared that the rise in blood pressure has 
paralleled the general behavior of the women experiencing it or has 


been a symptom of kidney disease. 


For example, 2 woman of forty-five was treated beeause of persistent uterin 
hleeding which was of a character that suevested the possibility of carcinoma. She 
returned four months after the operation in a state of considerable agitation wit 
the carei question still unsettled Her bl easut 
the high bl ly S s referred fo est { ( } | evs About thre 
hours after t t blood pressure measure nt. after ] no S ling throug 
the park, she had a blood pressure of 122/85. The elevation in this ease was ‘obvi 
isly due to her ner ous tension. Another ease oe f f 
a severe anxiety neurosis, who continually haunted the offices of the three physicians 
who were interested in her, endeavor ng to get them to admit that her friends wer 


in a@ conspiracy to defame her character. This condition of mind had existed for 
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period of several years before the operation, and blood pressure taken at that time 


was somet s high and sometimes low. Following the operation, the nervousness 
increased for nine or ten months and with the increase of the mental excitement her 
ie steadily climbed from 150, postoperative, to 170. As she became 

alm and more normal in the course of another eight or nine months, the blood pres 
dropped and has remained in the neighborhood of 140. A third type of hyper- 
tension | irred in the wife of a eollege professor; their modest circumstances 
caused r to worry about how to make ends meet and to maintain her position in 
the college community. She had no particular neurosis but was under a continuous 
nsion. Jfer blood pressure was 150/100 before operation and has continued high, 
) 2 140 one year after operation, and 180/115 two years after operation. 
ha this time she had puffiness of hands and feet and turned out to be a definite 


ase of chro nephritis. 


In summary, these observations would indicate that a moderate eleva- 
tion in blood pressure may eecur after the establishment of the artificial 
menopause in women of thirty-eight or over and that this rise is due 
more to renal disease or to the general mode of life and emotional state 
of the individual than it is to the loss of the ovarian substance. This 
conclusion is reinforced by the experience of Doctor Sharlit; namely, 
that in hypertension oecurring in the spontaneous menopause the use 
of ovarian extract alone without changing the mode of life and mental 
ide of the women has failed to lower the blood pressure more than 
a few millimeters, although at the same time it has caused a marked 
diminution in the hot flashes. On the other hand, experimentally, 
Hoskins and Wheelant were able to show in eastrated animals an in- 


ereased blood pressure response to injections of nicotine. 


NERVOUS SYMPTOMS 

More important, perhaps, than any of the other symptoms are those 
referable to the nervous system, because they, of all the symptoms 
anticipated, are most feared by the patient and most diffieult for the 
physicia 1 TO understand and relieve. 

In a group of 148 eases in whom nervous symptoms were recorded, 
there were seven eases of serious nervous disorder, all occurring prior 
to 1921. Of these, five were in women beyond thirty-eight vears of 
age, one at the age of thirty-seven, and one at twenty-three. Forty- 


ejo] 


it women were worse oft nervously than thev were before treat- 
ment, but were not disturbed enough to demand serious consideration 
or treatment, while 53 could appreciate no change in their nervous 


state, and 60 felt decidedly better. 


Of the seven women suffering from severe nervous diseases, two had melancholia, 


four an anxiety neurosis, one of which was of a paranoid form, and one was an alco- 
holic. Of the two eases of melancholia, one was insane at the time she was treated 
alt} it was unrecognized by us, the duration of the nervous disorder being only 
dete ined after she was committed for her insanity. The second case of melan- 
cholia was very mild, should perhaps be called merely an exaggerated anxiety neu 
Osis: and oceurred in a spinster of forty-five who had never been out of a small 
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village and was a typical shut-in, protected, and at the same time regarded as a 
burden by her brothers and sisters. She showed great agitation while under treat. 
ment, had an attack of weeping and selt-pity during the consultation and during 
the recovery rom the anesthetic given for diagnostic curettage showed a most 
marked antagonistic anxiety, complaining that hysterectomy had been performed jy 
spite of promises to the contrary. These anxieties inereased in number, especially 
with the beginning of hot flashes. She voluntarily went to a sanitarium for three 


months. She was later cared for at home, eradua ly reeovered and three vears afte: 
the induction of the artificial menopause resumed a normal life. L) eonnection wit! 


the nervous manifestations occurring in this woman, it is interesting to note that th 


family of the patient appreciated the mechanism by which the severe nervous stat 


was brought about; the development of abnormal ideas suggested by ill-advised un 
favorable predictions on the part of friends and of two physicians. The firmness of 


their conviction that the psychosis was not due to the artificia menopause and loss 


of ovarian function is indieated by the bringine of another sister with precisely th 
seme condition (menorrhagia, fibromyoma of uterus) for precisely the same treat 
ment eight vears after the first sister had been treated. The woman with alcoholisn 
was treated in the Opn that the comple te menopause might terminate her agitation, 


Up to two vears after the operation, it had made no difference in her habits. 

Of the cases suffering from an anni ty neurosis, one was a woman aged twenty 
three, the only young woman so afilicted. She was a moron with the mental age of 
possibly ten years; she had had several operations to stop uterine bleeding and 
finally came for radiotherapy. She was amenorrheic for three vears. During this 
time she had hot flashes and many other symptoms, all of which were attributed by 
her mother, who seemed to have more anxieties than the patient, to the absence of 
menstruation, including even an attack of duodenitis with jaundice. She begged 
incessantly to have bleeding restored. She was told that menstruation could not be 


brought back, but that we eould cause bleeding from the vagina. This she asked to 


have done. Accordingly under local anesthetic a slit was made in the wall of th 
vagina and some small veins opened which bled with satisfactory profuseness for 
three or four hours and owed some blood for two days. The patient ‘’s complaints 


ceased for about five weeks and then returned with as great severity as ever. Thi 

cessation of symptoms demonstrated that the major part of the patient's distress 

was mental and that the physieal part, for a period as lone as five weeks was not 
] 


sufficient to cause cor plaint on her part. It also demonstrated the fallaciousness of 


using a placebo in serious disorders. The other three cases of anxiety neurosis would 


he described as moderate, except that there was eonsiderable interference with thei 
normal life which required constant management over a period of two years in one 
CASE and five vears it inother 


The group described as being moderately nervous felt) mostly an 
emotional instability, irritability, and a sense of incompetence. They 
were anxious about the significance of their multitudinous sensations 
and attributed them all to the menopause. Some of the women in 
executive positions, including social workers and nurses in charge of 
hospital activities felt a loss of power to concentrate. It was difficult 
to tell whether the lack of concentration was due to any chemical change 
that may have occurred or whether it was due to the distraction caused 
by their fears and uncomfortable sensations. These were varied but 
for the most part were expressed as tingling in the fingers, numbness 
and an inability to hold small objects. itehine in part or all over the 


body, or sensations of coldness in the hands and feet 
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Most interesting is the observation that in 22 per cent of the cases, 
the nervous condition was unchanged and in 40 per vent was improved, 
making a total of 62 per cent who were unchanged or better. This is 
explained by the circumstances under which the artificial menopause 
was induced. These were sick women. They were worried about cancer ; 
many were anemie and prostrated. The relief from their anxiety, the 
termination of their hemorrhages with consequent improvement in 
health and complete freedom to follow their normal pursuits over- 
balanced the discomfort of the hot flashes and any tendencies toward 


anxiety neuroses. 


TABLE ITT 
SHOWING IN A GENERAL WAY THAT TILE SEVERI?Y OF THE NERVOUS SyMPTroMS RUNS 
PARALLEL TO THE SEVERITY OF THE HoT FLASHES 
NERVOUS SYMPTOMS 
AGI HOT FLASHES 
IMPROVED UNCHANGED MODERATI SEVERI rOTAL 
16 Absent l | l 0 3 
25) Severe () 0) 0) l 1 
95 Absent | 0 
to Mild 12 () 0 
Severe ) 1 D 
and Mild 38 29 () 
ovel Severe 7 14 
Total 60 1) 11) 7 147 


It is interesting to attempt to determine the mechanism which brings 
about these nervous manifestations when they do oeeur, for upon sueh 
a determination will our management of the problems depend. At the 
present time there are two schools, the endocrinologists who attribute 
the disorders to the absence of certain chemicals in the body, and on 
the other hand the psychiatrists who regard them as of the same nature 
as other similar nervous disorders regardless of sex, time of life, or state 
of the reproductive system. That the endocrine disturbance plays some 
part is assumed because of the frequent molimena accompanying men- 
struation, such as headache, vomiting, mental depression, and _ irrita- 
bility. Also it is common knowledge that many changes in the emo- 
tional state, sense of well-being, and general health occur in pregnant 
women. There is, moreover, abundant experimental evidence of pro- 
found effeets of castration in voung animals, and clinical therapeutic 
evidence presented by the endocrinologists. Table IL showing the re- 
lationship of nervous symptoms to hot flashes indicates that the severity 
of the two symptoms runs more or less parallel. If we take the hot flash 
as a standard of the menopause, this parallelism might further point 
toward an endocrine basis for the neurosis. 

However, my failure up to 1921 to relieve these symptoms by the 


administration of ovarian substances, and the ereater suceess resulting 
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from the application of the principles riven below makes it advisable. 


from the practical standpoint, to discuss these rather than the endo- 


erinologie factor. I will attempt to outline the causes of the neuroses 


on the basis of their being psychogenie in origin and will take the liberty 
of stating the principles didactically, my own conclusions from the 
observation of these cases coinciding remarkably with those of Norberry 
and Dollear,* Adler,® Smith,* and Casamajor® upon the neuroses of the 
spontaneous menopause. 

The predisposing causes of an involutional (menopause psychosis 
are heredity, preexisting diseases and intoxieation, eSpecii lly syphilis, 
and especially preexisting evidence of an abnormal nervous make up 
(the neurotic constitution, Adler). Without exeeption, the seven cases 
of severe nervous disorder here presented had elven e@ idence of 


defective nervous constitution. 


Next in importance is the development of abnormal mental habits. 


In women this is particularly easy in matters concerning sex. These 


are: 
Keeling of inferiority of the female sex. (a) Their physical strength 
iS obviously less than that of the male, Kmotionally, are re 


garded by themselves and in the general literature as weak, gentle, frail, 
temperamental, vascillating. ‘The very word hysteria implies womb 
trouble, although it occurred in many of the men who were shell 
shocked in the late war. c Intellectually they are held in the same 
regard. Striking evidence of this is presented by the attitude of the 
community toward the admission of women to the polls. The news- 
paper and other comment on their activities in intellectual or exeecu- 
tive fields implies that they are on trial, that of the males being con- 
descending or amused, that of the females defensive and explanatory. 
(d) Economically women, outside of the home, have been with few 
exceptions, up to modern times, employed as menials or attendants 
except when their sex has been commercially employed; an occupa- 
tion which in Japan, for instance, has become highly industrialized. 

An exaggerated attitude toward the power to reproduce, and _ its 
indicator, menstruation. This function has been through the ages the 
one fundamental possession of womankind; and has determined the 
attitude of the community toward them. Where there is overpopula- 
tion, they destroy the female children as in China where special ap- 
paratus is provided for the purpose! There is the baby tower where 
the highly placed window is so arranged that a mother bringing her 
child is compelled to push the baby left by her predecessor into the 
gorge below in order to leave her own to be pushed off by the next 
mother. In the Pearl River, near Canton, | saw, in 1910, a raft pro 
vided for depositing the numerous drowned bodies (nearly all female) 


making it possible for the police boat to economically eolleet them in 
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hatches. The practice of suttee in India is based on the same idea. 
Here a widow, who by custom is prevented from remarrying, burns 
herself up on the funeral pyre of the deceased. In more modern times 
and with a desire for more population we see the same attitude ex- 
pressed in our laws concerning abortion and birth eontrol. Nothing 
short of impending death or similar catastrophe will justify interference 
with the biologic process. Neither the personality of the woman nor her 
effectiveness in other fields is allowed to interfere with the one supreme 
function. 

We are not here coneerned with the question of whether the female 
sex is or is not inferior or with the justice of the treatment accorded 
them by society, but rather with the question of what is the present 
attitude of women and the community in general toward this funetion 
and how severe a shock the termination of the power to reproduce 
would be. My interpretations of the expressions of the women who 
furnish the basis of this study is that.it is a very great shock and should 
be proposed with due regard for its effect on the mind of the woman. 

The third mental habit which may lead to a psychosis is the fear of 
definite svimptoms and conditions which are supposed to follow the 
menopause, especially when artificially induced. They fear (a) a gen- 
eral change in their whole make-up, the advance of old age, obesity, a 
change in sex characteristies with loss of sex attraction and libido. They 
also fear (b) diseases common at the time of the normal menopause 
such as cancer, Bright’s disease, hypertension, heart disease, and in- 
sanity, and (¢) those diseases which frequently become fully manifest 
after the advent of amenorrhea in a young woman, such as tuberculosis 
and profound anemia; erroneously believing that the amenorrhea brings 
about the disease. 


THE EXCITING CAUSE 


In a woman possessing in slight or great degree a feeling of inferior- 
ity, a distorted idea of the importance of the power to reproduce and 
fear of physical harm from the treatment, the power to reproduce is 
suddenly terminated. The skipping of the first period after radio- 
therapy is more or less dramatic, the woman using the words ‘‘mar- 
velous,’’ ‘‘magieal’’ in speaking of it. The definite sensations, hot 
flashes, sweats, and paresthesiae constantly remind her that the repro- 
ductive function has ceased. She is also constantly reminded of her 
plight by interested female friends and by physicians who either 
through negligence or ignorance on the one hand, or because they hold 
a positive opinion that the loss of the ovarian secretion is the most im- 
portant cause of the neurosis, cause her to take many medicines and 
return often to the physician’s office for the treatment of her abnormal 
condition, 
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The reaction of the woman possessed of an abnormal neryous Make-up 
to this sequence of events is either to become depressed even to a state 
of melancholia, which is the most common form of involutional psychosis. 
or to manifest a directly Opposite behavior, becomine defensive, over- 


active and aggressive because of her unwillingness to submit to her 4 


‘ate, 
These are the old ladies who seek vounge men as intimates or aspire to a 
youthful appearance by exaggerated use of prevailing styles in dress 


bright colors, cosmetics, hair bobbine. and so forth. 
To summarize this conception of the effect of the radlotherapeutie¢ 
menopause on the nervous system: there is evidence that the loss of 
endocrine balance is in part responsible for the neuroses. The major 
cause is believed to be similar to that of psychoses in general: heredity, 
intoxications, preexisting nervous abnormality, the “neurotic consti 
tution,’” general sex inferiority attitude, exaggerated attitude toward 
the importance of the reproductive power, and anxiety over the con 
sequences of the termination of menstruation; all of which tendencies 
are precipitated by the sudden termination of menstruation and the 


incidence of obvious discomforts. 


The management of the discomforts of the artificial menopause will 
depend upon the amount of emphasis placed upon either of two opposed 
principles, one whieh holds that there is one fundamental chemical dis- 
order underlying all the manifestations; the other which maintains that 
each of these has its own peculiar causes. In the management of the 
cases here presented the treatment was carried out from 1913 to 1921 
according to the first principle. Patients who had been made amenor- 
rhei¢ by radiotherapy were given some form of ovarian extract when 
their complaints seemed to demand it. The unsatisfactorimess of the 
results was Indicated by the patients’ repeated application for relief, 
They continued to be distressed, even though possibly relieved of some 
of the sensory disturbances. Since 1921 the second principle has been 
followed, that of treating each of the manifestations according to our 
conception of its causes, irrespective of the element of sex. 

[It has been found possible to relieve the hot flashes to a satisfactory 
degree by the use of some ovarian substances but because the discom- 
fort is mostly sensory and because its severity is infinenced largely by 
the nervous condition of the patient, it has become the practice to 
avoid, as far as possible, the use of ovarian extract and to stress the 


management of the patient’s general physical and mental health. 


Hypertension, when occurring subsequent to the establishment of 
the artificial menopause, has occurred so seldom and has been so moder- 
ate that no general policy has been established. When the blood pres- 
sure measures over 150 S\ stolice, the patients have been referred to the 


general medical clinie where they have been treated like other patients 
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suffering from hypertension, although there also some studies are being 
made of the effects of ovarian substances. 

The paresthesiae have been managed more or less as have the hot 
flashes. but even less stress has been placed upon the use of ovarian 
substance. 

The nervous manifestations have been managed almost entirely by 
psychotherapy. The use of ovarian extracts has been carefully avoided. 
One woman suffering from ‘severe mental depression was refused an 
artificial menopause because we judged her to be unable to stand the 
strain of having her sex power disturbed. We have attempted to edu- 
eate or reeducate women on whom an artificial menopause was to be 
performed before the act rather than after the nervous manifestations 
might appear. Taking the cue from the psychoanalysts, we have found 
that the warding off of anticipated nervous tendencies before they 
have had an opportunity to begin has been accomplished with a fraction 
of the effort required to correct them when once established. The 
patients have been able to assume a reasonable attitude toward the 
question of sex inferiority, they learn that the power to reproduce, 
important as it is to the race or the community, has no such importance 
to the individual. The sensations which are to be expected, particu- 
larly hot flashes, are deseribed to them, and, as far as possible, their 
causes explained so that when they appear there will be no element of 
surprise, and, lastly, the patient is given a list of those sundry con- 
ditions which are likely to be presented to her by her friends as re- 
sulting from the menopause and the cause of each explained as far as 
possible on a rational basis. 


CONCLUSIONS 


1. The only constant symptom of the radiotherapeutie menopause is 
the so-called ‘‘hot flash.’’ 

2. Associated with the hot flash there occasionally occur sensory 
disturbances, predominant among which are numbness and tingling in 
the fingers and a sense of stiffness in the hands. 

4. A few women over the age of forty appear to have increased 
blood pressure after the radiotherapeutie menopause; in each case ex- 
plainable by kidney disease, mode of life, or emotional state. There 
were no cases in women under this age. 

4. Changes in the age appearance, secondary sexual characteristies, 
and libido have not occurred. 

Dd. Obesity has not occurred with any regularity. The basal meta- 
bolic rate has shown no change. 

6. Psvehie disturbances are rare. The cause seems to be similar to 
that of other psychoses and not directly attributable to the loss of 
ovarian secretion. 
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7. The management of symptoms and conditions following the radio. 
therapeutic menopause should be based upon general principles rathez 
than upon the theory that they are caused by the loss of the ovarian 
secretion. 
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AN ANALYSIS OF SEVENTY-NINE CASES OF PLACENTA 
PREVIA 


By Barnarp L. Lieperman, LB.S., M.B., Detrorr, Micn. 


From the Obstetrical S ec, Providence Ios} 


|' IS the purpose of this paper to present an analytie study of a 
series of cases of placenta previa as they occurred in a general hos- 
pital, where the obstetric work is done largely by general practitioners 
and a staff of three specialists; the latter being called as counsel in 
the greater percentage of the difficult cases. What I intend to give 
here is purely a summary of results which may be used and _ inter- 
preted as the average in the occurrene of this obstetric abnormality. 
The study consists of the cases of placenta previa encountered at 


our hospital in the last five years. Durine th 


i 


Is period there was a 
total of 7.928 women delivered, amone whom there occurred 79 eases 
of placenta previa, or a very small fraction over 1 per cent of the 
total. This average of 1:100 agrees fairly well with the generally 


accepted statisties. Williams! eives the ratio for hospital practice as 


1:250. Peterson? states that placenta previa occurs about onee in 


every 300 eases in hospital practice. DeLee® gives it at 1:1500 to 
1:300; Edgar® quotes an average of 1:250. Hitschmann,* quoting the 
various German c¢linies, gives the average occurrence as 1:250 to 1:1000. 
Our average is slightly higher than the others, inasmuch as the per- 
eentage of abnormal eases entering the hospital is very high. 

As a point of interest, I tabulated the frequency of occurrence as to 
month and season and found that our eases occurred evenly distributed 


throughout the various months, there being no seasonal variation. 


ETIOLOGY 


In our series of 79 cases, there was a total of 306 labors, or an aver- 
age of 4.033 labors per case. The average number of years of married 


life was 8.27. This gives an average occurrence of one labor in every 


two years. Fifteen of these cases were primiparae. This is slightly 


| 


LIEBERMAN: ANALYSIS OF SEVENTY-NINE CASES OF PLACENTA PREVIA 815 


above the average statisties. Magyrier at the Baudeloeque clinie found 
46.6 per cent among primiparae. These figures have not been gener- 
ally agreed upon. Doranth, in Chrobak’s clinic, gives the ineidence 


of placenta previa as 0.17, O.48, 1.57, 1.28, and 3.59 per cent according 
as the patients had given birth to 7, 2, 5, 4, 5, or 6 children respee- 
tively. 

A distinct history of endometritis could not be obtained in many 
eases. The incidence of its occurrence may be estimated from the fol- 


lowing histories obtained. 


It will be noted that this list includes 45 cases, each having had one 


+ 


or more of the previous abnormalities, a total of 54.45 per cent. Co- 


incident with these there was discovered on physical examination a 
relaxed perineum or a lacerated cervix or both in 45 cases—a total of 


56.95 per cent. 


AGE INCIDENCE 


Strassmann! in his series found that the average age of his patients 
Was 32.9 years, and that the average number of labors was 6.58. This 
is somewhat higher than in our series, in which the average age was 
29.02 vears and the average number of labors was 4.033. Chart I 
graphically represents the ratio of age to the number of cases. The 


lowest number oceur at the period of early married life and near the 
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Menopatise The vreatest number occur between the aves of twenty-six 


and thirty-six Chart [1 
TYPES OF PLACENTA PREVLA 


The Prequeney of occurrence of the three types and the maternal 


and fetal deaths associated are as shown in Table I. 


TABLE | 
YI I GI \L DE if EATHS 
Central S4S » 
Margina ‘ 1430: ca LS 
Later: 6.583 } 1] 


Although the marginalis type predominated, the greatest fetal and 


maternal mortality oee¢nrred with the centralis type. 


PRESENTATIONS 


It is generally recognized that inasmuch as the placenta’ previa 
aecupies the lower uterine segment, there is an interference with the 
accommodation of the fetal head with consequent abnormal presenta- | 
tions frequently resultine 


We found the presentations to oceur as indieated in Table I. 


YPI ( PERCENTAGE 
38 18.] 
R. O. A 51.64 
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There were J abnormal presentations or an average of 11.5 per cent, 


Miiller® in his series of 1.148 eases gives the ineidence of abnormal 


presentati¢ Ns us per cent, 


HE MORRILAGI 

The outstanding and most characteristic and the SV 
fom which often gives the first intimation of an impending placenta 
previa, is hemorrhage occurring usually in the last trimester. Among 
our series, O4 Gases gave a history of hemorrhage after the sixth month, 
or a total of 638.55 per cent. All of the cases wave a histor, of hemor 
rhage just preceding entrance to the hospital. In 51 cases, 64.55 per 
cent, a bloody vaginal discharge was encountered at the first exami- 
nation on hospital entrance. The degree of hemorrhage and the rela 


tionship to the various types of placenta previa is as follows: 


lot cent 
slight : ses. 25.91% 
| 70 | ent 
| 
Ante profuse cases 26.586 
Postpartu rotust Cases 
slio { CASES 
LARGI LIS 
slig it cases 1.0 & 
eases 12.66% 
ALI 
\ partu prorus 6 eases 
Postpartum, profuse ........ ... O enses 0.0 


It is noted at onee that antepartun bleeding Was profuse in all 
types of placenta previa. In one case the hemorrhage history is un- 
known. Antepartum hemorrhage occurred in 100 per cent of the cases, 
Whereas postpartum hemorrhage occurred in 36.70 per cent. Profuse 
antepartum hemorrhage occurred in 66 cases, or 833.04 per cent. The 
relationship of hemorrhage to trauma of the cervix is well illustrated 
when it is understood that in over 60 per cent of the cases there were 
definite cervieal tears. 

FETAL INCIDENCE AS TO SEX AND SIZI 

In our series there were 433 males and 36) females, Most of the 
habes born were premature as indicated by length measurements. 
Chart III 

PELVIC MEASUREMENTS 
A study of the pelvic measurements showed that variations are not 


markedly beyond the normal so that no relationship can be attached to 
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the pelvic measurements influencing the oecurrence of placenta previa. 


Chart LV. 


(\nemia 
Prematurity 
\Asphyxia neonato 
Cerebral |] 

Total 


The total fetal mortality was 64.55 per cent. Of the 


were 19 premature stillbirths and 1] prematures born alive, 


-ases 


16 ceases 


14 


eases 


ase 

7ases 


ease 


( 
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51 deaths, there 


eases 
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or a total of 58.82 per cent. OF the ol de , 80 were stillbirths or 
58.82 per cent. Of the 51 deaths, 16, or 351.57 per cent, had absent heart 
tones before livery 


In our series there were 11 maternal deaths, a total of 15.79 per eent. 


Depken” reports a ma ernal mortality of 9.4 per cent. Ilitsehmann’ 


rives the maternal mortality rate of the various European elinies as: 


1 
] H \ l J 
| 
\ 1 
Wa 
( | 15.5 


Our mortality rate therefore compares favorably with that of the 
leading ¢linies of the world. Again it should be remembered that our 
eases are from a general hospital rather than an individual elinie, At- 
tention is called to Case No. 3 in Table Ill, which was admitted the 

nti day post] artum. No definite history could be obtained. The ease 
Was at mitted in a moribund eonadition. Case No | had labor induced 


eervieal pack followed by version and breech extraction. this 


case there were five vaginal examinations made during the course of 


The strikine point throughout all of these cases was the severity of 
the hemorrh 


| 
[OUR METILOD PLACENTA 
( IN ( 
13 Protuse ¢ tral Ver. br. extract. Spontaneous 
2 | Exss Profuse Centra Ver. br. extract. Manual 
Rive ll da |? ? ? Spontaneous 
17 Slieht ( tral Ver. br. extract. Spontaneous 
se M br. extract. Spontaneous 
6 iS (0) 5 Profuse ! Vac. |Manual 
7] 20) Profuse M: rmal Manual—torn 
1 52 Profuse Centralis | tract. Spontaneous 
2 ! ‘ \ br. extract. Manual 
U 6] ! ( br. extract. 
? | ( extract. Credé 


In nine out of the eleven cases death followed rapidly after the birth 
of the child. The degree of shock from the severity of the blood loss was 
tremendous. The cardiovascular system was so impaired that stimu- 
ants and restoratives were useless. The mortality rate was high be- 
cause most eases were seen late and re very bad risks. In fact, 
many of the cases were rushed into the hospital in a moribund con 


dition, too late for mueh to be done. 
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METHODS OF DELIVERY 


leads the conservative school of Hurope and believes 
in bag induction followed by version and breech extraction. Depken 
advocates cesarean section as the method of choice in the best interests 
of both mother and child. Table TV summarizes the various methods 
with the consequent maternal and fetal deaths in relation to the num- 


ber ot CaSeS, 


METHOD CASES LATERNAL DEATHS FETAL DEATHS 
Version, breee eXtractior 15 
Cervical pack induet 
Version, bree extraction 
Voo ees bag nau 

ext t 
<tract 1 
1 ° 
( ] 
t | () | 
Vormal | 
Voorhees 
Norma ! ( l 
\ { il l 
Normal \ 
Bougi t 
Normal elive l 0 
Membra Cs \ 
Nor | le ( re ( 
Hig l () 1 
Manual dilatat 
ilig | () 0) 
Mid fo ps ] () l 
Low te l 
Manual dilata 
Low fo () () 
ext t ( 
Unknown ] 
Total 79 1] 


In our series there were twenty-one various methods used, with 
version and breech extraction the most frequent, and spontaneous 
normal delivery coming second. Ilowever, the first group comprised 
the more difficult cases; and although the mortality was highest with 
this method, vet when the relative ditticults of the cases is considered, 
the method of version and breech extraction was perhaps the most 
applicable The Voorlhe CS bag followed Ve rsion and breeeh 
extraction, although used only in five cases, is perhaps the method of 


choice in the most difficult cases. 


PUERPERAL SEPSIS 
There were eight cases of puerperal sepsis in this series. [ft should 


be remembered that there was considerable manipulation and examina 


4 
1\ 
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tion previous to hospital entrance, and that many of the cases were very 
poor risks to start with. In the entire total of seventy-nine cases, there 
were 138 vaginal examinations made, or an average of 1.75 per case. 
In this group of septic cases which numbered eight, there were 21 
vaginal examinations made, or an average of 2.6 per case. Of this 
eroup of eight cases there was one death: and it should be noted that 
this particular patient had five vaginal examinations. Due to the de- 
eree of hemorrhage and the condition of exsanguination, these patients 
are particularly susceptible to infection, Inasmuch as the resistance 
is so markedly lowered. [Ulitschmann’ gives the mortality from puer- 
peral sepsis as 1.9 per cent for hospital practice, and 4.5 for general 
practice. 
Table V lists the cases developing postpartum puerperal sepsis. 


NO. O1 
DIAGNOSIS VAG. METHOD OF DELIVERY 
EXAM. 
1. Puerperal sepsis l Norm. del.; vag. pack for postpartum hemorrhage. 
2. Puerperal sepsis 0) Norm. del.; manual del. of placenta. Vag. pack 
for postpartum hemorrhage. 
Puerperal sepsis 5 Cervieal pack induction; ver. breeeh extraetion. 
Patient died. 
1, Puerperal sepsis 3 Cervical pack induction; norm. del. Saprophytie 
infeet. of uterine clot. 
5. Puerperal sepsis l Version and breech extraction; vaginal pack fon 
pestpartum hie norrhage. 
6, Phlebitis of left leg 3 Breech extraction; vaginal pack for postpartum 
hemorrhage, 
7. Puerperal sepsis 1 | Manual dilatation; ver. breech extraction; vag. 
pack for postpartum hemorrhage. 
8. Puerperal sepsis 7 | Cervieal pack induction; membranes ruptured; 
Phlebitis of both lees. ver. and breech extraction. 


We can attribute all of these infections to excessive manipulation 
especially in the home under bad conditions. 
METHOD OF PLACENTAL DELIVERY 


Table VI offers a summary of the manner in whieh the placenta was 


delivered and the condition of the membranes. 


PAaBLE VI 
METHOD NO, OF CASES) PERCENTAGI CONDITION 

Spontaneous 31 | ense torn, but ¢ miplete. 
Manual separation 15 19.00 > cases torn, but eomplete. 

case adherent and fibrotic. 
Modified Crede iG 35 ases torn, but cor iplete. 
Credé 0% enses torn, but complete, 
Unknow? 1.26 it known. 


Hits¢chmann’ ina stummary of 2548 cases finds that manual separation 


of the placenta was performed in 11 per cent of the cases. Out of a 


TABI \ 


\ | \ ( AND YNECOLOGY 
series of] CaS sehroed art tiie Woman s Clinie o \Tiinieh. 
the following as the methods of placental remoyal 

( 

« 

case 

\lo ( 1 pos 

1? 

rit 

In 12 of our mMembran (| » be badly torn 
They were complete in all of the ceases and ; nt and fibrotie in 
but one ease Our statisties for mat separation a Jiieher 

Hehtly 

than those of ITlitsehmann, but considerably lower than those of 


oeder. 


pital. Tl eport on ft] nt of « s was tin 
CON 

In everv one hundr S 

2 Althon ri) ho ( ( ? ) \ actors of mul 
parity endo rit ‘loselv rene ed op nel reeurrent 
fections are of prime importane 

>. Plaeenta previa is most apt to occur at the third deeade of life. 

1, Although the three types of placenta previa oceur in about the 
same proportion, the centralis tvpe earries with it t] rreatest maternal 
and fetal mortality. 

». Abnormal presentations are common, oeeurrine in 11.3 per cent 
of the eases 

6. THemorr] riking All tvy of placenta 
previa pre ! ak bleeding o¢ 
curs in 36.70 per cent of the « ¢ 

7. The fetal mor lity 64.55 pel ni ( SS? ner cent 
( the « ( re premati nd SS.82 p ( re also stillbirths. this 
tending to ri ( mortality rate hieh than reall Ss 


Ss. The maternal mortal tv is 15.79 per eent Mxsaneuination and 
shoe] are the 4 vo 1@ CATING of death. It he membered that 
the majority of the fatal cases were bad risks prior to entrance to the 
hospital. 


Q The mi od ¢ cnoice tor delivery is that of version and breech 


10. | uerperal Sepsis can best be avo ied by recdueine the number ol 
vaginal examinations to a minimum: and also refrainine from am 


manipulation under unfavorable circumstances 


( 
Wassermann wa taken on ther on the hos 
extractiol | hould he preeeded b bao nduction. 
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11. Neither syphilis nor the size or shape of the pelvis had any influ- 
ence upon the causation of placenta previa 


12. Early competent consultation will help reduce both the maternal 
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THE PROTECTION OF TILE PERINEUM 


By ANTONIO VILLARAMA, M.D., Manma, P. I. 


[in purpose of this paper is to relate observations and studies 


made during the past five years on the protection of the permeum. 


The points that have been considered to play an important role in 


perineum are the fol- 


the preservation of an intaet or noni 


lowing: (1) anatomy of the vulva and perineum, (2) age of the 
patient, (3) the angulation of the pubic arch, (4) size of the fetus, 


5) previous injuries to soft parts and subsequent formation of sear, 


6) presentation and position of the fetus, (7) the use of general 
anesthesia, and (8) the intervention performed. 

The anatomy of th Cuda Aha periieu The classical description 
L UVa ana perimeum ve rouna teXtDOOKS OL genera 
anatomy, It is important, however, to point out different degrees of 
levelon) t of and muscular ti 
developime) of the vulva In regard to adipose and muscular tissue. 


The presence of edema and varicosities and of too much fat is Impor- 


tant. Again the distance from the fourchette to the anal opening 
should be taken into aecount; thus we may differentiate between a 
high or a low perineum. Personally, [ call a perineum high whieh 
measures from one and one-half to two inches, and low one that 
measures less than one inch. The low perineum is the more frequent, 
being observed in 217 cases out of 257 i S series. 


The age of the patient—The ages of our patients varied from thir- 
teen to forty-six vears, both primiparae and multiparae. The young- 
est primipara was thirteen vears old and the oldest, thirty-eight. 


ihe tissues of vounger individuals hay higher degree of elasticity 


and fetal mortality rates. 
REFERENCI 
tl an tho a of the older. 
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The angulation 0} the pubic arch, AS bone diseases are very sel- 
dom met with in the Philippines, acute angulation of the pubie areh jg 
rare. When it is present, as in two of our cases, the transverse 
diameter of the pelvie outlet becomes narrowed, being 8.75 em. in one 
and 9.25 em. in the other. A wider angulation obviously affords 


more chance for the perineum not to be lacerated. 


The size of the fetus.—The largest babies | have delivered weighed 
$280 and 4,000 grams respectively, both born of multiparae, The 
latter caused a very deep perineal laceration, though the patient had 
an old tear; while the larger one did not even produce injury of the 
fourchette. This can be explained by the fact that the mother of the 
former baby was smaller than that of the latter, also because her 
vulva was flat, having no well developed muscular and adipose tissue. 

Previous injuries to the soft parts and resulting scar formation— 
A badly repaired perineum is predisposed to laceration on subsequent 
deliveries. Badly repaired is a perineum in which it is seemingly 
restored but which is not supported from beneath by good union of 
the muscular and fascial tissues. The slight trauma produced by a 
descending head is enough for this kind of perineum to give way. 
Again there were repaired perineums observed in which there was 
eood union of muscular and fascial as well as of mucosa tissues but 
in which the edges of the laceration were not properly united. In 
such eases, during subsequent delivery, the dilatation of the perineum 
and labia will not be uniform and the part subjected to a higher de- 
eree of tension is predisposed to tear. The scars formed after perineal 
laceration are, as a rule, not extensive unless the lacerations were 
deep or had become infected. In this connection I would like to 
mention two cases of extensive cicatricial tissue around the vulva. 
One of them, produced by a large burn on the vulva and vagina, 
extended above the level of the symphysis laterally into the inguinal 
regions and downwards to the anus. The external genitalia repre- 
sented a keloid mass causing an almost complete atresia of the 
vaginal orifice. When the nurse ealled for me she told me that there 
Was a patient delivering through the anus, evidently the anal opening 
being more dilated than that of the vagina. Those familiar with 
obstetric practice in the Philippines cannot fail to know that so 
extensive a keloid could only be accounted for by our ‘*saklab”’ 
practice by which the puerpera in the fourth week shuts herself in 
a well-closed room and sits above a red-hot iron or an elongated 
stone which, by dropping water or vinegar on its surface, generates 
a good amount of smoke. Undoubtedly this woman, by mistake or 
by loss of equilibrium, flatly sat upon it. The other ease of extensive 
cicatricial tissue formation was a para ii, attended by a ‘‘hilot.”’ 


The perineal tear must have been extensive, unrepaired, and infected. 
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Cjeatricial tissue ran along both lateral vaeinal walls and in the 
median line just above the anus. The vaginal orifice was very mueh 
reduced in size. 

The presentation and position of the fetus —The majority of our 
eases were vertex presentations, but we had three face, one brow and 
the 


fetus and its mechanism must be well understood by the attending 


three shoulder presentations. The position and presentation o 


physician, both for a normal labor and for performance of any 
obstetric operation, especially a forceps extraction. 

The use of general anesthesia. —Chloroform and ether were invari- 
ably used in this series. The patients were not completely anesthet 
ized unless instrumental delivery, podalice version or breech extraction 
was to be performed. The purpose of giving anesthetics is to relax 
the entire muscular svstem so that also the best results will be ob- 
tained so far as the preservation of the perineum is concerned. 

The intervention pe rrormed.—Obstetrieians always realized the im 
portance of perineal protection, Some older accouchers introduced 
fingers into the anus to lift the head upwards. Later, episiotomy 
was introduced and an incision was made when the laceration seemed 
imminent. This operation now is very popular, a practice with which 
I eannot agree. In this series the methods of deliveries were as fol 
lows: spontaneous 127, foreeps 51, breech extraction 6, podalie ver- 


hebeosteotomy 1, craniotomy 1. 


sion 3, episiotomy 

In the beginning of my practice | confined myself to the Ritgen 
method. During a contraction the patient is asked to open her 
mouth so that she cannot bear down and the baby then is delivered 
in the interval between two contractions. I used routinely a few 
drops of chloroform to obtain merely an analeesic effect so that the 
patient could be given instruction and would cooperate during the 


perineal stage. Cooperation on the part of the patient during this 


stage is just as important, if not more so, than the part played by 


the physician. | have found that very strong pressure against the 
advancing head is a disadvantage. The important point is merely to 
give proper support to the perineum in such a way that the tension 
and distention of the perineum become more evenly distributed. To 
lo this it is of prime importance not to use force or pressure which 
is greater than that of the descending head. or inevitably the section 
of the perineum between the head and the hand will be crushed and 
must tear. Following this line of reasoning, I have allowed the head 
to dilate the perineum gradually and when the parietal bones are in 
sight, a few drops of anesthetic are given during the aeme of the 
contraction, at the same time care being taken to have the entire 
vaginal orifice dilate slowly by gently pushing back its edges over 


the head. It is necessary to delay expulsion for at least ten minutes 
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to obtain an intact perineum. DeLee states that as the result of our 
desire to preserve a perineum, we might deliver an asphyxiated or 


stillborn baby. He is partly right and I agree that in prolonged 


labor, where the fetus invariably suffers, and in other cases in which 


the fetus is likely to be aspl \ xiated or dy ine, it Is necessary to do a 
rapid extraction without special regard for the perineum. In endeay- 
oring to preserve the permeum it is important for the attending 
obstetrician to be very patient. The procedure entails for him eare. 
ful and continuous work, and for the } ‘ient prolongation of her 
suffering. An analysis of our spontaneous deliveries shows: Total 
number of eases 197, lacerated, second degree 355, lacerated, first de- 
eree 16; no laceration 146; fetal death 2 Almost 70 per cent of our 
eases were delivered without lac ration. William states that two- 


thirds of the primiparae and 10 per cent of the multiparae sustain 
lacerations during delivery. In our eases there were only three mul- 
tiparae, one having a badly repaired perineum and the other two 


having big babies. 


all primiparae. 


Of the nine eases, two had a second deeree laceration, four first decree. 


The breech extraction al d podalie ver 


and three remained without any laceration. In one of the shoulder 
eases there was one stillborn child, dead before the podalie version 
was performed. The other two eases of shoulder presentation were 
brought to the hospital immediately after the prolapse of one arm. 
The cord in both eases did not suffer from compression. Episiotomy 
was performed only in the one patient with the extensive keloid of the 
external cenitalia from a burn and the other with extensive sear 
formation In the keloid ease incision at the median line downwards 
was found not to be sufficient. so another incision to the left side 
laterally upwards had to be made to deliver the baby. The patient 
had fever for one week before labor started and she died from sepsis 
the following dav In the ease of extensive sear formation, after 
splitting the bands alone the lateral wall of the vaginal eanal, an- 
other short ineision was made in the median line Low foreeps was 
then applied. The hebeosteotomy and eraniotomy eases were two 
primiparous women having pubie arehes with aeute aneulations. The 


first patient entered the hospital after premature rupture of the 


membranes The fetus was alive In the latter ease the fetus was 
macerated In both eases second deeree perineal tears oeeurred in 


spite of the enlareement of the nelvie dimensions in the one ease and 


reduction ( f the ] ead in the other. The Vv ¢ io] t of t] e living baby 
was 2.910 erams, Wwe 1] wit] in the normal limits of Filipino babies. 
At present I feel that in a ease of narrow outlet with a somewhat 


overdeveloned h; hv we should clive preference to ahdominal 


= 
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especially if the hebeosteotomy is likely to cause a dangerous gap of 
more than two centimeters. 

The first application of low forceps that 1 performed was in a 
multipara with almost second degree old healed perineal tear, which 
[ lacerated further in my operation, ‘The second was again on a mul- 
tipara who was not put under general anesthesia because she was a 
tuberculous patient. This time I did not further lacerate the peri- 
neum. The fault in the first ease was too rapid extraction, believing 
that the fetus would suffer too much, and some nervousness of the 
beginner. During the last two vears I have learned that application 
of a low forceps offers the best means of delivery for a primipara. It 
not only enables us to protect better the perineum but also to shorten 
and Jessen the pains of the second stage. By putting the patient 
under complete anesthesia we cause all tissues to relax and we ean 
make slow tractions. The vaginal wall and perineum thus are dilated 
eradually and undue tension is avoided. Finally the edges of the 
vulva orifice are carefully pushed over the head. The expulsion of 
the head is entirely controlled by the operator: 

Of the 51 eases of forceps extraction 6 sustained a second degree 
and 10 a first degree tear; the rest, 35, did not have any laceration. 
There was no fetal death among them. All tears were properly 
sutured and found well coaptated after healing. 

The importanee of a good perineum after childbirth eannot be 
overemphasized. Most of the uterine displacements and prolapse 
seen in the Philippines are chiefly due to relaxation of the perineal 
floor and the custom of early return to the daily work. The best 
prophylaectie measure, therefore, is avoidance of tears. My own re- 
sults prompt me to advocate the application of low forceps both for 
shortening the second stage and as a better means of protecting the 
perineum, especially in the presence of a high perineum. Foreeps 
application also can be advised as a means of relieving greatly the 
patient’s suffering. 


THE VOMITING OF PREGNANCY, ITS CAUSATION AND [Ts 
TREATMENT BY OVARIAN EXTRACT 
By J. Carter, M.D., F.A.C.S.. New La. 


NDIFFERENCE to the vomiting of pregnaney by looking upon it 

as a natural physiologie consequence of the pregnant state has led 
to many catastrophes. That the pregnant woman must vomit, a theory 
casually aecepted by many physicians, is erroneous, for statisties prove 
that some two-thirds do not, though why some endure the ordeal and 
others escape is still an unsolved problem. Whatever the facts, how- 
ever, the condition should never be looked upon as purely phvysiologie, 
but should be treated as pathologie from its inception. 

Theories are constantly being advocated as to its causation, and they 
are so numerous that, as one writer Says, ‘*It would be a useless task 
to detail at length the theories which have been advaneed to explain 
the disease. Indeed, it lay safely be held that the supposed necessity 
of providing a theory which would explain all the facts of the con- 
dition has done more to surround it with obseurity than even the diffi- 
eulties of the subject itself. If any real advance is to be made, it ean 
only be by adopting a humble attitude, by admitting that we are only 
on the threshold of the inquiry, and by a careful observation of the 
clinical facets, without drawing from them too positive deductions.’”’ 

It is not my intention in this brief paper to outline all the theories 
and treatments which are advocated in connection with the vomiting 
of pregnaney, but to deal only with those which have seemed to me 
to be most reasonable. The three theories which are possibly the most 
popular, the absorption theory of the products of gestation, the en- 
docrine theory, and the metabolic disturbance theory, like many others, 
seem to show the effect and not the cause of the pathology, and if any 
of them is eventually to be accepted as the explanation of vomiting 


of pregnaney, it will only be when more conclusive investigations have 


been done than are at our disposal at present. 

The simple nauseas of pregnancy, without vomiting, may be due to 
various factors, neuroses of various types, displaced uteri, cervical 
erosions, adhesions, even constipation. This type is frequently cheeked 
by simple, suggestive measures, such as gradual dilatation of the cer- 
vix, replacing a displaced uterus, or local treatment of a_ cervieal 
erosion, and the sueeess of such measures would seem to prove that 
the condition is not essentially a pathologic one. When the discomfort 


passes beyond this state, however, and the vomiting becomes more than 


the familiar ‘‘onee a day, early in the morning type,’’ then we are 


*Read t ) t Orlean Gynecological Obstetric ] 
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dealing with a pathologie condition, and as such we must look both 
for the etiology of the disease and for some suceesstul method of com 
bating it. 

To glance briefly at some of the theories which have been advanced 
to explain the vomiting of pregnaney, Bourne of Great Britain con 
tends that a toxin is constantly being produced by the growing ovum 
during pregnancy and is absorbed by the maternal circulation. so that 
the ovum constantly poisons the mother, but that in all healthy mothers 


most of the toxin is effectively counteracted by their own immunizing 


efforts. Sehmoll definitely proved that foreign fetal protoplasm was 
conveyed into the maternal circulation when he demonstrated the pres 
ence of small pieces of syneytial protoplasm in the circulation, and he 
agrees with Bourne that a biologic defence is set up by the maternal 
tissues to battle the invasion. 

Abderhalden demonstrated that the maternal blood contamed a 
specific ferment capable of digesting placental protein, while Theis 
and Lackemann demonstrated the sensitization of maternal serum to 
that of the fetus, and also that of the placenta. Young demonstrated 
this experimentally with postmortem findings identical with those of 
eclampsia. 

Williams quotes Veit in a rather plausible theory, to the effect that 
in normal pregnancy varying amounts of fetal ectoderm and even frag- 
ments of chorionic villi are constantly becoming separated from the 
placenta and gain access to the maternal circulation, the process being 


designated as ‘‘deportation.’’ Veit contended that the fetal elements 


give rise to a poison, which he calls syneytiotoxin, which is normally 
rendered immune by a supposititious antibody, syneytiolysin, which 
develops in the maternal serum. If, however, for any reason the former 
is present in quantities too great to be neutralized, or if the elabora- 
tion of the latter is interfered with, symptoms of poisoning result and 
toxemia eventually follows. 

lofbauer emphasizes the facet that the pituitary and suprarenal 
glands play an important part in the pathogenesis of pregnancy, and 
adds that the hormones from these glands affeet the brain, kidneys and 
stomach. He therefore considers ovarian extract almost a specific for 
this pathology, claiming that it inhibits the aetion of the pituitary 
and suprarenal glands on the sympathetic nervous system, but para- 
lyzes the excessive functioning of the pituitary-suprarenal system, and, 
reasoning along the same general lines, he prohibits the employment 
of morphine and pituitary extract. 

Ingenious as are these theories, and numerous others which we might 
mention, it is obvious that they are still open to attack from various 
angles, and that, until a more satisfactory explanation is advanced, we 
must continue to treat vomiting of pregnancy exactly as we have in 
the dark. No matter what ex- 


the past, empirically and almost 1 
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planation we accept, however, one point is clear, that prevention of 


the disease is better than its attempted cure. The maternal organism 


is already under a definite strain, and any pathology, no matter how 


slight, adds further strain, so that disaster may result unless effective 


methods are employed as soon as possible. This cannot be too much 


stressed because of the treacherous nature of the disease. It is ap- 
parently a simple, unimportant matter, the response to simple measures 


is usually good, and too many women are themselves prone to accept 


it as the inevitable consequence of their pregnant state. Often, almost 
before it is realized, a grave pathology has arisen from what was 


originally considered a minor discomfort. To prevent the simple from 


becoming the complex by careful watching and by treating the con- 
dition in its incipieney, especially in the nausea stage, should therefore 


be the criterion of any system of treatment which is advocated. 


For approximately ten years I have been particularly 


interested in 
this condition, and have evolved a plan of treatment which has given 
me almost uniformly good results. Ior purposes of convenience I 
have considered three types of cases, depending upon the gravity of 
the condition: first, mild cases, those who gag and are slightly nau- 
seated, or who vomit occasionally; second, moderately severe eases, 
those who are frequently nauseated and who vomit several 


times a 
day ; third, severe cases, those who ultimately develop pernicious vomit- 
ing. In all types the treatment is based upon the use of ovarian extract, 
the administration varying according to the classification of the disease. 

In the mild eases 5 gr. tablets of ovarian extract (whole ovary) are 
given every three hours until the symptoms cease. The patient is in- 
structed to take only liquids until the nausea passes, after which solid 
food is taken as desired. If there is no response to this treatment, the 
patient falls under the head of the moderately severe type, and is 
treated accordingly, so that the treatment in any individual case may 
vary from that given in the mild to that given in the severe type. 

In the moderately severe type the same treatment is again used, but 
the ovarian extract is given in ampule form by hypodermic. One cubic 
centimeter is given daily until the nausea and vomiting have ceased, 
after which the treatment is continued for another week. This last 
point is rather important; in my earlier cases 1 found occasional pa- 
tients who would stop vomiting for several days and then would begin 
again. Apparently the system was not sufliciently saturated with the 
ovarian extract, for in every instance the additional dosage checked 
further trouble. Each cubic centimeter ¢ 


f ovarian extract in ampule 
form contains the water-soluble active bodies from 30 er. of whole 
fresh ovary. 

In the severe type the treatment consists of hypodermie injections 


I 
barbital sodium (luminal sodium). The patient is kept tn bed; nothing 


of ovarian extract in conjunction with hypodermie injections of phenol- 
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is given by mouth; glucose is administered per rectum, and hypo- 
dermoclysis is given according to the indications of the individual case. 
One cc. of ovarian extract Is given every two hours, and 1 er. of 
luminol sodium every three hours, both by hypodermic. This treat- 
ment is continued for forty-eight hours. If at the end of that time no 
improvement is observed, glucose and insulin are given according to 


the methods of Titus and Thalheimer. 


In a previous paper, published in 1917, on the treatment of the 
vomiting of pregnaney with ovarian extract and corpus luteum, I re- 
ported 290 mild cases with 100 per cent relief. Since then 20 more 
eases have been added to this group. In three of these the treatment 
failed entirely, but through climinative measures the patients were 
earried to full term. Three others aborted spontaneously. 

In the moderate lv severe classification there are 26 cases, with four 
failures. Two of these responded to treatment by hypodermie injee- 
tions of luminal sodium and went to term. One responded to elimina- 
tive measures, and one required a therapeutie abortion; details of this 
ease are given in the appended reports. Another patient aborted as 
the result of an overdose of paregoric. The dosage in this series ranged 
from 2 to 38 ampules in daily doses of 1 ampule. Twenty-three of the 
patients required from 2 to 12 doses, and three from 24 to 38. Recently 
I have used the tablet form of luminal sodium in six cases of this type, 
with one failure; this patient later responded to three 1 ¢.c. injections 
of ovarian extract over a period of three days. The luminal sodium 
was administered in half grain deses three times a day, thirty minutes 


before meals. 


The severe type, leading to pernicious vomiting, is discussed in 


the appended case reports. 


In justification of this mode of treatment, which in my hands has 
given satisfactory results, | would advance the following experimental 
data: Dixon tells us that the injection of ovarian extract causes an 
immediate secretion of pituitrin into the cerebrospinal fluid, and in a 
more recent article he and Marshall have shown that the presence 
of a corpus luteum of pregnancy inhibits the activity of the ovary, but 
that before parturition begins there appears to be a sudden rush of 
pituitrin into the cerebrospinal fluid, which, entering the circulation, 
helps to empty the uterus and to start the flow of milk. From this it 
seems to me justifiable to assume that the hormone from the ovary may 
at times reach an excess, throwing more pituitrin into the organism and 
therefore producing some of our obscure abortions. It is likewise 
reasonable to assume, on the contrary, that there are some instances in 
which the ovary fails to produce a hormone, no pituitrin is secreted into 
the cerebrospinal fluid, and as a result a toxemia follows, which may 
be neutralized by saturation of the patient with ovarian extract. 
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CISTERN PUNCTURE IN INTRACRANIAL BIRTH INJURIES 


By Berman S. M.D., Totepo, Oro 


Pediatrist to the Matcrnity and Child ’s IITospital) 


TRUE value of cerebrospinal drainage in the diagnosis and treatment 

of intraeranial birth injuries is admitted by most authorities. In 
a consideration of this subjeet, certain features of the pathology and 
vance of funetion should be noted. 
The usual lesion is an intraeranial hemorrhage. Edema of the brain 
may be an important complication, however; or at times it may be the 
only finding. Vital disorders are due most frequently to an intracranial 


pressure from hemorrhage or edema. Sometimes traumatie shock and 


depletion of the general circulation from bleeding within the cranium 
are important factors in the morbid condition. 

Hemorrhages are located most frequently in the subarachnoid spaces 
over the cerebral and cerebellar surfaces. The souree of the bleeding 
is usually from torn meningeal vessels or from Jacerated sinuses or 
their tributaries, in association with tears of the tentorium or falx, in- 
cident to labor.' Intraventricular hemorrhages from lesions of the 
choroid plexus, as well as localized epidural hematomata in association 
with fractures of the cranial bones, occur infrequently. 

The wall-like function of the tentorium, which separates more or 
less completely the cerebral from the lower subarachnoid spaces, has 
an important bearing on the location of a hemorrhage in respect to 


treatment. 
THERAPEUTI(¢ AND DIAGNOSTI( CONSIDERATIONS 


The earliest attempts at re.ef from hemorrhage and pressure were 
made by the use of decompression. Death usually followed, due ap- 
parently to the multiplicity of the vaseular tears, the impossibility of 
locating and repairing them, and the conversion of the closed sub- 
arachnoid space into an open one with a total release of pressure at 
the bleeding points. Later, ‘was found that lumbar puneture offered 
a means of control of the pressure within physiologie limits in many 
instances until the bleeding stopped spontaneously, with a record for 
recoveries far better than that from decompression. Decompression, 
however, may be the only hope for relief in lesions above an intaet 
tentorium and inaeceessible. therefore, TO drainage from below. 

Many babies with intraeranias hemorrhage fail to receive benefit from 
lumbar puneture beeause only dry lumbar taps have resulted. In 
other instances only a little blood, possibly from punctured vessels of 
the spinal plexus, has been obtained. This experience has been so 
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common that some clinicians* consider lumbar puncture to be of 
It is not certain whether these dry 
taps are due simply to failure to enter the spinal subarachnoid space 
of the newborn infant or to clotting of the escaped blood in the eanal. 
Undoubtedly the element of 


little value as a means of relief. 


personal skill enters into the matter 
somewhat, but clottine also must be a factor in late cases of intra- 
eranial bleedine of severe degree. 


[t is a common observation that during an attempt to obtain spinal 
fluid, even in normal babies, the needle often injures the vaseular 
spinal plexus with a resultant drainage of blood. 


From this faet econ- 
fusion arises frequently 


in the diagnosis of eases of suspected birth 
injury in which blood is found in the lumbar fluid as to whether or not 
this blood really comes from the cranial cavity. 


CISTERN PUNCTURE 


In instances of suspected birth injury with dry lumbar taps or 
blood of uncertain origin in the spinal fluid, it has been my practice 
during the last two years to puncture the cisterna magna. At this 
latter site the fluid is practically free from contamination of blood from 
the operation itself, because the blood vessels are principally extradural 
at this location. The desired amount of fluid is always easily obtained, 
more direct access to the site of the trouble is gained, and all danger 
from hernia of the brain is obviated. The technie is safe in trained 
hands and is also easily acquired. About the same time that my 
earliest cases were undergoing treatment by cistern puncture, Brady* 
employed, independently, the same method in two cases. 

The technie of cistern puncture has been described by Wegeforth, 
Ayer and Essick* in their original contribution. The application to 
infants has been set forth clearly by Porter and Carter... In newborn 
infants the usual landmarks are often ill-defined because of changes 
in the shape of the head and neck from molding, edema or other trauma. 
My preference in the infant, therefore, is to modify 


somewhat the 
foregoing technic. 


After the usual surgical preparation and anterior 
flexion of the head in the midline, the approximate position of the 
posterior rim of the foramen magnum is located by deep palpation. 


The ordinary lumbar puncture needle is then inserted a few milli- 


meters above this point in the midline and in line with the glabella 


until the occipital bone is touched. The needle is then displaced down- 


ward, carrying the soft tissues with it, until the point of the needle 
the occipital bone. The needle is 
then cautiously pushed forward and upward, in line with the midpoint 
between the glabella and the anterior fontanelle, 


‘“oive’’ 


slips under the posterior rim of 


until the sudden 
of the needle indicates the piercing of the occipito atlantal 
ligament, and withdrawal of the obturator 


should be followed by 
drainage of fluid from the cistern. 
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After a preliminary practice on the recent cadaver, no extraordinary 
difficulty should be experienced in the operation. Although the po- 
tential danger of injury to the medulla is seemingly great, the prac- 
tical risk seems to be very slight. In 1985 cistern punetures on 450 
collected cases by some fifty physicians, Aver® was unable to trace any 
vital injury to the puncture itself. In my series of 78 cistern pune- 
tures on 25 infants and children for various therapeutic and diag- 
nostic purposes during the last four years, no harm has ever been 
observed. One of these infants sustained 26 cistern punctures without 
apparent harm, while under treatment for cerebrospinal fever with 
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Chart I Case 1. Clinical course of basal intraernanial hemorrhage with spinal 
block, treated by cistern puncture. Recovers Solid blocks, whole blood; shaded 


block, part blood. 


spinal block. When the vital significance of birth injury to the im- 
mediate welfare of the patient as well as to later cerebral defeets is 
considered, one may justifiably assume a risk that promises further pos- 


sibilities for relief and cure. 


RESULTS FROM CISTERN PUNCTURE 


27 


Ten newborn infants with birth injury have received a total of 
cistern punctures, ranging from one to eight each, as shown in 
Table I. Nine of these eases had an intracranial hemorrhage, of which 


one had a complicating edema of the brain as shown by necropsy. An- 
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other baby had only edema. All patients presented manifest symptoms 
of injury; such as ocular disturbances in all, cyanosis and local twiteh- 
ings or generalized convulsions in nine, and respiratory, cardiae, or tem- 
perature disturbances in eight. The general condition, when the babies 
were first seen, was classified in one case as poor, in seven cases as 
eritical, and in two eases as moribund. 

Preliminary lumbar puncture was done in five cases. Three of these 
had dry lumbar taps. In Case 2 (Chart Il) there was drainage of 
blood on initial lumbar puncture and a manifest reduction of pressure 
at the fontanelle. Only dry lumbar taps were obtained afterward, how- 


Chart 11 Case 2. Clinical course of severe b emorrhage and cerebral injury 
With spinal block and after one lumbar puncture, treated afterwards by cistern 
puncture. Recovery with moderate defects. Solid blocks, whole blood; shaded blocks, 


Part blood. 


ever, necessitating eight cistern punctures for continued relief from 
the symptoms of pressure and for eventual recovery. In Case 3 there 
was blood of questionable origin in the spinal fluid. <A clear cistern 
fluid under increased pressure, obtained immediately afterward, to- 
gether with prompt and permanent symptomatic relief, established the 
morbid condition in this ease to be one of edema, rather than hem- 
orrhage. 

Six patients recovered. Their present ages range from nine to 


twenty-four months. The mental and physical condition is normal in 


| 
| 
| 


Sle. THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


all, apparently, except in Case 2 in which there was manifest cerebral 
injury of moderate degree from the very beginning. 

Of the four deaths, two were complicated by prematurity, another by 
delaved coagulation and moribund condition; the final case was also 
moribund when first seen. 

The beneficial effect of cistern puncture on the color, sensorium and 
general condition was often prompt and marked. Improvement, if any, 
was usually evident within an hour and often while the needle was still 
in the cistern. A temporary increase of the pulse rate was often noted 
during the first few hours after the puncture; but 
trend of the pulse, 


the characteristic 
temperature and respiration curves was downward, 
as shown in the charts. Rest, quiet, supportive measures and, when in- 
dicated, the treatment of coincident circulatory depletion and shock 
were essential for recovery. 
COMMENT 

It is believed that the results from cistern puncture differ in no 
essential respect from those of adequate cerebrospinal drainage by 
lumbar puncture. In all instances of failure of drainage by the latter 
method, from spinal subarachnoid block or missed puncture, however, 
sufficient drainage may easily be a¢complished by cistern puncture. 

The diagnosis of basal hemorrhage or edema of the brain may be 


readily established or disproved by means of cistern puncture in all 


instances of uncertainty after lumbar puncture with questionable con- 
tamination of blood or with dry taps. 


By those not well experienced in the teehnie of cistern puncture, this 


procedure should be reserved as a method of last resort after lumbar 
puneture has failed. 


In the hands of the pediatrist, preferably, or others well trained in 
cistern puncture, it may be employed advantageously from the very 
beginning. 
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A CASE OF FETAL DYSTOCTA* 


By HERBERT THOoMs, M.D., F.A.C.S., New HAveEN, CONN. 


(From the Woman's Clinic, Yale School of Medicine) 
HE following ease is reported because of the unusual fetal mon- 
strosity and, more particularly, because of the marked dystocia to 
which it gave rise at the time of labor. 

The patient, an American primipara, aged twenty-one, had been married three 
years. Menstruation normal; the last period beginning October 4, 1924. Fetal 
movements were felt on February 26, 1925, and the date of estimated confinement 
was July 11, 1925. Except for nausea and vomiting, which were present in slight 
degree during the first three months, the pregnancy was uneventful. 

A preliminary examination showed the external pelvic measurements as follows: 
spines, 25; crests, 29; trochanters, 55; external conjugate, 20; transverse outlet, 9. 
Because of the rigidity of the perineum, the diagonal conjugate could not be satis 
factorily measured. Palpation of the fetal parts was difficult throughout pregnaney, 
because of the thick abdominal wall, but fetal maldevelopment was unsuspected at 
any time. The fetal heart, normal in rate and rhythm, was heard without difficulty. 

The final prenatal examination on July 17, 1925, showed the patient to be ap 
parently at term. The abdomen was symmetrically enlarged, and while the fetal 
small parts were not easily palpable, there was no evidence of disproportion. The 
fetal heart was heard in the left lower quadrant. Upon vaginal examination, the 
cervix was found two cm. dilated, and the vertex presenting but lightly engaged. 
A diagnosis of a left occipito-anterior presentation was made. The blood pressure 
was 150/70; the urine was negative. 

The patient entered the Hospital July 24, having contractions which reeurred at 
2 to 5 minute intervals. She stated that the membranes had ruptured spontaneously 
two days previously, following which, labor pains began and continued with inereas 
ing severity. Beeause of the rigidity of the contracting uterus, the position of the 
fetus could not be made out, nor eould the fetal heart be heard. Reetal examination 
at this time showed the cervix fully dilated and the vertex presenting just above the 
spines. No disproportion could be demonstrated. There was no advance of the 
presenting part, however, after an hour of severe second-stage pains. Vaginal ex 
amination then showed the cervix to be fully dilated, and the membranes ruptured. 
A small fetal head presented at the spines. Since there was a clear indication for 
the termination of labor, the patient was anesthetized, placed in the lithotomy posi 
tion, and forceps applied for an L. O. A. It was immediately apparent, upon lock- 
ing the foreeps, that the fetal head was unusually small for a full-term fetus. 
Moderate traction failed to advance the head, and it was then evident that some 
obstruction was present higher up in the birth canal. Accordingly, the forceps were 


removed. The hand, because of the smallness of the fetal head and the normal size 


of the pelvis, was then passed without difficulty into the cavity of the uterus. As 
the examining fingers swept around the child's neck, the pedicle of a large cystie mass 
was felt in the occipital region. Further examination demonstrated that the eyst, 
which was the size of a large grapefruit, lay against the child’s back and was firmly 
attached by a thick stalk to the oeeipital region. Because of its high situation, 
attempts to puncture the eyst with scissors failed. Accordingly, in the hope that the 
eystic mass would follow the fetal head, version and extraction was eleeted as a 


means of delivery. The proceedure was accomplished without difficulty. The patient 


Presented at a meeting of the New York Obstetrical Society, January 12, 1926. 
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was somewhat shocked by the delivery and by the exhaustion of the long labor, but 
her symptoms were of short duration. The placenta came away without difficulty, 
and there was only moderate bleeding during the third stage. 


The patient left the hospital in two weeks, after an uneventful convalescence. 


The macroscopic appearance of the specimen is shown in the accompanying draw- 
ings. It was of the female sex, measured 48 em. in length and, with the tumor, 
weighed 4,000 grams. The biparietal diameter was 9 em., the occipitofrontal 10 
em., the suboccipitobregmatie 8.5 em., and the oeeipitomental 10 em The viseera 
of the chest and abdominal cavities were normal in appearance and situation. 


The cystic mass was covered by skin, which was continuous with that of the fetus, 


and the upper third merged with the sealp, as shown in the illustration. The lower 
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half of the eyst was filled with thin, blood-tinged fluid. The upper half was made 


up of two lobes of brain tissue, covered wit! ‘he cavity of the evst com- 


munieated freely with the cranial eavity. 


The failure to recognize this abnormality during the latter months of 
pregnancy is explained by the difficulty of palpation in the presence of 
. thick abdominal wall, together with the facts that the eranial bones of 
the fetus were well formed and that the tumor mass was soft and flue- 


tuant. The ease is of interest, also, because the degree of dystocia was 
not appreciated until traction was applied to the head. It emphasizes 
particularly the dictum ‘‘Not Force but Art,’’ as applicable in instru- 
mental delivery where bony disproportion is known to be absent. 
Finally, it teaches again the lesson that in all cases of dystocia, thorough 
investigation of the birth canal is indicated before resorting to forcible 
attempts at delivery. 


09 COLLEGE STREET. (For discussion see page 861.) 
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ABLATIO PLACENTAE 
By Water E. Wenz, M.D., Derrorr, Micu. 


7. condition, otherwise known as abruptio placentae, utero- 
placental apoplexy, and premature detachment of a normally situ- 
ated placenta, is more common than was formerly believed. As the 
toxemies of late pregnancy appear to be increasing in frequency, and 
as these are the main causative factors of this condition, it behooves 
us to study the causes, clinical aspects, and eare of this condition in 
order to properly meet the dangers arising in the separation of pla- 
centae at or near term. 

Harrar reported 254 cases in 100,000 labors in the New York Lying- 
In Hospital, a frequency of 1 in 395. Cragin, at Sloane Maternity 
Hospital had 212 cases in 20,000 labors, an incidence of 1 in 94. 
Holmes reports the clinical frequency as 1 in 500 and the pathologie 
as 1 in 200. In the past it has been mistaken for placenta previa, the 
result being that many statistics on this subject are misleading. Also, 
the partial detachment of a low placed placenta is not easy to dis- 
tinguish. 

In the past five years | have seen nine eases of the severely toxie 
type. The fetal mortality has been 100 per cent. The maternal mor- 
tality has been six (66 per cent). Of these, six were delivered from 
below and the usual means of combating hemorrhage were followed, 
i.e., packing, ergot, pituitrin, suturing the cervix. Five of these died, 
a mortality rate for this method of eare for this type of 85 per cent. 
Two women of the three who had Porro seetions performed made un- 
eventful recoveries, though recuperation was slow due to exsanguina- 
tion and toxemia; one died from exsanguination. 

Of the less severe toxic type I have seen seven cases in the same 
period. The fetal mortality was 100 per cent and no maternal mor- 
tality. 

I desire to report eight cases which illustrate the various types of 
ablatio placentae: 


CasE 1.—Herman Kiefer Hospital. Mrs. E. T., age twenty-nine years, para ill. 
She was brought to the hospital in deep alcoholie intoxication. She had given birth 
to two full-term babies normally. No history of previous illness was obtainable. 


She was sent in by the City Physician because of vaginal hemorrhage. 

Her measurements were normal. No edema was present. Blood pressure 120/89; 
pulse 110; temperature 98° F. (axilla). Catheterized specimen showed albumin and 
granular casts. The abdomen showed a rather tense uterus, the size of thirty-six 
weeks’ pregnancy. Fetal heart and movements were absent, and fetal parts were 


not palpable because of the tenseness of the uterus. 


*Read before the Detroit Obstetrical Society, Feb. 2 1026 
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The cervix was effaced, the os externum was about 4 em. dilated and very dilata 
ble, and the membranes were intact. A very dark red watery discharge trickled 
from between the uterus and the membranes. No placental tissue was palpable. 

Diagnosis of ablatio placentae was made and delivery finished at once by easy 
manual dilatation, rupture of membranes, podalic version and extraction. The fetus, 
a female, 45 em. long, weighing 4 pounds, 12 ounces, was stillborn. With the birth 
of the fetus came the placenta and 900 ¢.e. of clotted blood. 

As the woman was deeply intoxicated, only a few whiffs of ether were given to 
keep her quiet during delivery. It required only ten minutes for delivery which was 
well endured by the patient, both pulse and blood pressure being the same after as 
before delivery. 

After delivery a constant oozing of dark red watery blood continued. <A catgut 
suture was placed in a very slight cervical laceration. There was no perineal lacera- 
tion. The uterus was packed; 1000 ¢.¢. saline solution was given by hypodermoe 
lysis; 10 e.c. hemostatic serum was given intramuscularly, as well as stimulants. 
Hemorrhage continued through the packing and patient expired three and one-half 
hours after delivery. 


Postmortem examination not permitted. 


CASE 2.—Mrs. P. Z., Evangelical Deaconess Hospital, brought in by ambulance 
June 16, 1925. Patient twenty-two vears old, well nourished, had had one normal 
childbirth in 1925. Her last period was October 19, 1924, and she expected confine- 
ment July 26, 1925. She had seen her physician only onee during pregnancy. He 
reported that she had albuminuria and moderately high blood pressure. 

At 11 a.M., June 16, the patient took to bed because of severe pain in the epi- 
eastrium. She commenced to discharge dark red watery blood from the vagina at 
7 P.M. Her physician sent her to the hospital where I saw her at 9 P.M. I found 
a very pale patient writhing in constant pain which was general over a uterus the 
size of thirty-eight to forty weeks’ pregnancy, but the pain was most accentuated in 
the epigastrium. The legs were edematous to the hips. Pulse 145; temperature 
100° F.; respiration 24; blood pressure 140/115. While being examined the patient 
vomited considerable blood-tinged vomitus. As she was writhing in pain morphine 
gr. 144 was given by hypodermic. No fetal heart or movements observed, and the 
uterus was so tense that parts could not be palpated. Vagina large, cervix one cen- 
timeter long. Os externum admitted two fingers. Membranes intact, cephalic pres- 
entation, head floating. There was a continuous flow of very dark red blood from the 
vagina. No placental tissue could be felt. Diagnosis of ablatio placentae was made 
and immediate laparotomy performed using ether anesthesia. Incision vertical from 
2 em. above to 12 em. below the navel. Uterus was very dark in color with eechy- 
motie spots and marked edema of both broad ligaments. Vertical ineision in uterus. 
In the fundus was found about 1.5 liters of clotted blood in which lay a free pla- 
eenta. Stillborn male 45 in. long weighing 5 pounds was removed and the uterus 
emptied of contents. Supracervical hysterectomy was performed, with removal of 
tubes and ovaries. The patient was in fair condition at the end of operation which 
took fifty minutes. Blood pressure 85/120; pulse 144; temperature 101. Shock oe- 
curred shortly after operation. Patient given 1 liter saline solution by hypodermoe 
Jvsis, also stimulants. 

Patient had a slow recovery with slight septie temperature and was discharged 
July 6, 1925, twenty days after delivery. She then had blood pressure of 150/105, 
and the usual urinary findings of chronie nephrosis. 

Pathologie report by Dr. Plinn Morse. No evidence of inflammation but numer- 


ous small intrauterine hemorrhages. 
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is is a tvpieal case of the traumatie ty hlat placentae, which is rather 


5.—-Mrs. R. A., para ii, forty-one years of age. Providence Hospital, July 


93, 1920. 11 patient had shown signs of neq : during pregnaney with slightly 
elevated | 1 pi re and charaeteristie urinary fir os. She had edema of lower 
lees. Uterus was lax, thirty weeks’ pregn: , 2 fetal heart or movement ob 


’ of dark fluid blood l was lax, not tender. After 


five hours lal there was a normal delivery « a female stillbirth, 38 em. long, 
weighi Immediately followed bv the pl: ta with SOO ¢.e. of elotted 
blood. T y to hemorrhace eontroll } terine massage, 1 e.e. of pituitrin, 


At dis roe rine showed albumin and east slood pressure 160/110. 


Case 6.—Mrs. L. 8., thirty-two years of age, para i. She was sent to St. Mary’s 
Hos} tal December 19, 1920 after a profuse lie at home. Patient was very 
pale, and almost pulseless. Blood pressu 140/110. Uterus very tense and tender. 
No fetal parts palpable. There was no feta rt sound or movement. Cervix 


ffaced. ‘1 os externum was 2.5 em. dilat Dark red fluid blood constantly 


t led from cervix. Edema of lowe1 tr S albuminuria. Five hundred 
( of ] ti were give intraven 
Manual dilatation of cervix which was soft 1 dilatable. Version and easy ex 


traction. Stillbirth of a thirty weeks’ female fetus, immediately followed by pla- 
eenta and about 1 liter of elotted blood. UH ‘ ntinued. Packing, saline 


1 


by hypodermoclysis and stimulants were given. Death followed two hours after de- 


CASE 7.—-Mrs. J. S., Providence Hospital, Oct. 1, 1924, para ili, age twenty-seven 


years. In 1923 she had placenta previa at te . a stillbirth following bagging and 


version. At thirty-six weeks, Sept. 50, 1924, at 1 .M., very sharp pains started in 
RLQ, but there was no eontraction. These cont 1 ¢onstantly through the night. 
Move : re felt through the night but dis 1 early in the morning. In 


the morning labor had commenced but tl was a continuous discharge of dark 


fluid | 1 fi eervix. Uterus was very rigid, impossible to palpate fetal parts or 
cet fetal heart sounds or movements. Continuous extreme pain and tenderness in 


Labor pains started 1 p.m., October 1. Complete dilatation at 3:30 P.M., at which 
time membranes ruptured. Breech extract 0 tillborn male weighing 4 pounds, 
8 ounces, at 3:40 p.m. the delivery 6 . of clotted blood came away. The 
plac ta was expressed ten minutes later. \ he atoma the size of a pigeon’s eee 


as on the maternal surfaee, and six smaller he tomas were seen throughout the 


placenta. One-half of the placenta was covered with a firmly attached clot. The 
patient had b en toxic for two months vith all u +? +h urine and a blood pressure 
s ] 110 


After delivery there was no her rhage and 1 ery was uneventful. 


Ca 8.—Mrs. M. A., a primipara, twenty-tl years of age, eame to Providence 
Hospital by ambulance Januarv 24, 1926. Sent as a ease of placenta previa be 


se of profuse hemorrhace at home just 1 idnight. Patient had vomited 


The patient was extremely pale, had edema of lower legs, pulse 130, temperature 


96.2° F., blood pressure 110 systolie and no diastolic. Uterus distended to xiphoid 


WELZ: ABLATIO PLACENTAE 845 

the stre: f lvsol to separate it from the uterus beeause of a gaping lacerated 

eerv ix. 
| 

served. tant trick 
| 
| 

very. 

RLQ. 

‘onsiderably at home. 


S46 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


though only thirty-two weeks’ pregnant. No fetal parts could be felt. No fetal 
heart sounds or movements were obtained. Exquisite pain and tenderness over entire 
uterus. 

Vaginal examination revealed primiparous birth tract. Cervix effaced with os of 
1 em. dilatation. No placental tissue palpable, cephalic presentation, head floating, 
Fiom the eervix was a eontinuous flow of bright red blood. 


Porro section was done at 2:40 A.M. under nitrous oxide-oxygen 


anesthesia.  Inei- 
sicn was below the navel. Uterus found spotted with ecchymotie areas, slight edema 
of broad ligament. A male fetus, 44 em. long, weighing 5 pounds, 11 ounces, was 
found floating in about a liter of fluid and elotted blood. Seven hundred ¢.e. of 
saline were given intravenously as well as pituitrin and ergot intramuscularly. At 
3:20 A.M. the patient was removed to bed in fair condition. Sudden collapse and 


death at 4:40 A.M. 
Examination of uterus showed numerous small hemorrhages throughout the muscu 
lature. 


COMMENT 


Very few cases of ablatio placentew are of the traumatic type. These 
are not so dangerous as the toxie type and can be delivered by the 
natural birth route. The toxic type is more frequent and more 
dangerous. 

The most dangerous of the toxie type are those in’ which intra- 
muscular hemorrhages occur. These are diagnosed by the tenseness 
and tenderness of the uterus, together with uncontrollable hemor- 
rhages and shock. Porro section appears to be the only successful 
method of disposing of this type. 

The less dangerous toxie type is the one in which there are placental 
hemorrhages with hematoma formation. As the uterine musculature 
is not involved in hemorrhage, it is capable of contracting after being 
emptied. This type may be delivered through the birth canal.  Fol- 
lowing delivery uterine stimulants and packing will control hemor- 
rhage. In this type the uterus is not tense or tender but lax before 
delivery. 
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PURPURA HEMORRIHAGICA COMPLICATING PREGNANCY 


Report oF A CASE IN Boru Morier 
AFFECTED AND RECOVERED 


By Pome M.D... New York 


URPURA hemorrhagica compleating pregnancy is a rare condi- 
gee According to Ilirst,! the disease is generally fatal and 
always interrupts pregnancy, the fetus dying im ufero. Rushmore 
in 1925 made a thorough review of the literature and was able to find 
only forty-seven reported cases of purpura complicating pregnancy, to 
which he added one of his own. 

The first case was reported by Barnes* in 1867, This patient ap- 
peared to have rheumatic purpura, or Schonlein’s disease. During the 
sixth month of her pregnancy, she suffered rheumatic pains in the joints, 
lumbago, vomiting, and fever. Labor followed, but the infant lived 
only three hours. On the day after delivery, the mother had an erup- 
tion of purpuric spots on the face, abdomen, and legs. The patient 
died on the following day. 

Rushmore, in his review of the literature, noted the oecurrence of 
purpura hemorrhagica in both the mother and the fetus only seven 
times. In Dohrn’st case, many petechiae were observed during the 
period of pregnancy, but they disappeared at the time of delivery. The 
fetus, a female born in the ninth month, exhibited spots that were 
similar, as to number, size, and color, to those found on the mother. 

Recurrence of purpura in a succeeding pregnaney was reported by 
GreenhilP in 1923. His patient had purpura during her first and 
second pregnancies. In the case reported by Vignes and Stiassnie® 
in 1921, the purpura recurred in three successive gestations during a 
period of ten vears. 

Of the forty-seven cases summarized by Rushmore, the final results 
were recorded ino only forty-four. Twenty-six mothers died and 
eighteen recovered. Of the forty-two infants whose final outeome was 
reported, twenty-seven died and fifteen survived. 

In the thirty-eight cases in which the age was recorded, it ranged 


from eighteen to forty-three vears. 


REPORT OF A CASE 


A primipara, aged twenty-two, was first seen by me on July 17, 1925, during the 
seventh month of her pregnancy. The family history was negative for any hemor 
rhagie tendency. The last menstrual period took place on December 22, 1924. 


Toward the end of the fifth month, the patient began to notiee some small red 


*Read before the Bronx Gynecological and Obstetrical Society, November 30, 1925 
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spots on her 1 dy and limbs. They appr ared in successive crops, the earlie site 
fading after a few days. When she brushed her teeth or chewed solid food, her 
gums bled easily; she also had several mild attacks of epistaxis. Pha Wiles ean 
easily controlled by local treatment 


On June 20, the patient was seen by a physician, at which time she Was covered 
« ) ad 
with pete chiae. There were numerous purpurie spots on the extremities. She eom 


plained of frequent nosebleed, bleeding from the eums, slieht swellit 


tis, Swe is of the feet 
and general weakness. ier bl od eount revealed ? 400,000 red blood eells and 1 


per cent of hemoglobin. The platelet count was 40,000, an extremely low figure that 
characteristic of purpura. 


When I first saw the patient, her skin and mucous membranes were pal = 


ul pale 
were numerous pete ‘attered ove! the entire b dy. Pome ¢ t hemo rhagi 
spots were fadi ; others appeared to be of recent origin. Ther vas a large eeehy 
mosis on tl T lat d \ 1 he orrl 19 spots on the 1 thy snsid 
of the eheel | mle s not enlarged 


The patient was treated with calcium lactate and saecharated ferrous carbonate, 


“0 orains of each three times a day. She was also advised as to hy ienie and dietay 


nieasures, 


She returned on July 50, at which time the petechiae and hemorrhagic spots wer 
found to be much fewer in number. Epistaxis was much less frequent than formerly. 
Tho red blood count was 3.500, hemoglobin, 70 per cent. The platelet eount 
had risen to 00,000 nor l fieur 

From this ti on, t t s eonditior proved rapidh The netechias t 
eame fewer in number and the 7 nT spots d eared, except + & slight cocky 
mosis on the uppe r part of t] palate. There Was A eoneomitant il provement in thi 
platelet count, as shown in Table I. Epistaxis became infrequent, and the eolor of 
the skin and mucous mi branes it provi 1. The patient no longer suffered from 
weakness, and the swelling of the feet and ankles disappeared. 

The patient went into labor late September 30, and delivered a girl, weighing 
eight pounds, eleven ounces, carly « October 2. The baby had numerous petechiae 

ver her face, trunk, and ext ties. She was somewhat evanosed but eried vigor 
wh n handl 1. Nine | ul atter birth, ] again several hours later. the ehild 
irgitat 1c ter 1 ] h ad On +t] following dav. ai brought 
some bl l-streaked liquid. On October 4. on the Sal 
ving day, the stool streak blood. The temperatu s 101° F. Th 
babv was ther n 5 ex thy } nlastit intected into the b 

The baby s blood e int on October ) is 6H. on red bl a eells 1 110 per 

t he lobin The platelet was 4 e eoaculat na bleedir 
time, being short, w t estimated 

peared, On Octol 7, ther . slight bloody discharge f1 the ehild’s vulva. 

The ther’s blood on Octoh« the extremelv low t of 20.000 
The ¢ rvtl roevte count was 3,400,000: the hemoel bin, 66 per cent The e arulatio 
time was five minutes. On many previous examinations, it had ranged from seven to 
eight and a half minutes. The bleeding time was four and a half minutes. 


From this time on, there was progressive improvement in the condition of both 
mother and child. On October 14, when the patients were discharged, practically all 
of the he orrhacie snot had dis: nne: red 


On October 23, the mother had a few petechiae on her shoulders and on her left 


rm and le | hal looked healthv and the were no petechiae. On October 
°0. the mother showed s eC} pnetechiae on her shoulders. chest. and lower limbs. 
nd there was f aechy sis ahout the size of a quarter on the upper por- 


| 
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tion of the palate. The baby appeared healthy and lad gained weight, but there 
, e petechiane on the legs and ankles. The results of the baby’s blood ex 


On November 27, the mother still had a few pet hiae on her extremities, but 
there were no other signs of bleeding. The baby was healthy, weighed nine pounds, 
and showed no peteechiae. When the patients were last seen on Deeember 


°0. thev wer i perteet health and no petec] ae could be found. 


MoOTHER’sS BLOOD EXAMINATIONS 


DATI PLATELETS R. B.C. HGB. % 
6-90-25 10.000 400,000 
5-95-92 10.000 2 400,000 45 
116.000 O00 000 59 
7-13-95 58.000 » 500,000 66 
Q. 5.95 500,000 10 
270.000 000 70 
330,000 74 
PS5.000 t.000,000 q5 
000 1 ( O00 75 
9- 9-25 2,900,000 75 
9-16-25 > 900,000 74 
9-93-95 300,000 +5200,000 7] 
5-25 LO0.000 66 
) 9°) 160. O00 70 
10-31-25 200,000 990.000 
rABLE I] 
CHILD BiLoop J MI ONS 
DATI PLATELETS HGB. % 
5-25 10.000 6,000,000 110 
1U- S-2o No estimation—coagulation and bleeding time short. 
10-31-25 240,000 £,SO0,000 99 


SUMMARY 


Purpura hemorrhagica complicating pregnancy is a rare condition, 
only forty-eight previous cases having been reported. The occurrence 
of this condition in both mother and child is still more uneommon; 
Rushmore’s extensive review of the literature cites only seven such 
Cases. 

The blood platelet deficiency in purpura hemorrhagica complicating 
pregnancy probably arises from some toxemia of maternal, fetal, or 
placental origin. The source of the blood platelets is the bone mar- 
row, where they are formed by budding off from the megaearyocytes. 
The toxie substance may destroy the platelets soon after their forma- 
tion, or it may destroy the megacaryocytes themselves. 

The presenee of purpurie symptoms in the offspring is probably 
the result of the absorption of toxie substances from the maternal 
blood 


This ease is reported as a symptomatic purpura in whieh a primip- 


| amination are shown in Table IT. 
| 
| 
| 
| | 
| 
| 
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ara began to show petechiae during the fifth month of pregnaney. 
The hemorrhagic eruption reached its maximum during the sixth 
month; then it gradually lessened, but did not disappear until about 
two months after labor. There was also bleeding from the nose and 
gums. The child was covered with petechiae at birth and showed a 
tendeney to bleed soon afterward. An extremely low platelet count 
was found in both mother and child. The mother showed considerable 
anemia, but the child’s red blood cell count and hemoglobin were 
above normal. Both patients recovered. 
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SYPHILIS OF THE PLACENTA IN THE NEGRO 
A Strupy BAsEepD on 1000 CONSECUTIVE CASES 


By James R. McCorp, M.D., ATLANTA, Ga. 

(From the Department of Obstetrics, Emory University School of Medicine) 

W* OFFER the following work as a further contribution to the 
fascinating but little understood subject of syphilis in preg- 

naney. All of the slides were personally studied, at least two from 
each placenta. As a rule, one was made from the fetal surface of 
the placenta, the other from the maternal. 

As a basis for a syphilitie placenta, we have accepted the changes 
recently described by Eardly Holland: 


1. The villi are uniformly enlarged and closely packed. 
2. A reduction of the tntervillous spaces. 
An increase in the density of the stroma and of the stroma cells. 


t. Diminished vascularity of the villi. 


When the above changes were only partial, we designated the con- 
dition as doubtful. 

We agree with Holland’s statement, that the vessels in a syphilitie 
placenta are not closed by an obliterating endarteritis, but rather 
that the villi have never been properly vascularized. 

Of the 1000 placentas examined for syphilis, 119 were positive, 35 
were doubtful, and 846 were negative. 

There were 821 cases that went to full term, and 791 babies were 
born alive. Of these babies, the placenta was positive in 38 and 
doubtful in 13. Thirty babies were stillborn at full term; of these, 


the placenta was positive in 12, doubtful in 1 and negative in 17. 
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There were 84 babies premature, but born alive. The placenta was 
positive in 13 of these, doubtful in 8, and negative in 63. 

There were 84 (the coincidence is noted) premature babies stillborn. 
In 50 of these the placenta was positive, doubtful in 7. In 27 eases 
the placenta was negative. In 8 premature stillbirths, both the cord 
and maternal Wassermann, as well as the placenta, were negative. 
There were 3 full-term stillbirths in which Wassermann reactions and 
placenta were negative. 

Abortion oceurred fifteen times. The placenta was positive in 5, 
doubtful in 1, and negative in 9. 

A Wassermann test was done on 966 of the women. In 747 the 
reaction was negative, and in 219 (22.5 per cent) positive. In 119 
eases in which the maternal Wassermann was positive, the placenta 
was negative. In 89 eases, both the maternal Wassermann and the 
placenta was positive. There were 11 cases with a positive maternal 
Wassermann in whieh the placenta was doubtful. The placenta was 
positive in 24 cases where the maternal Wassermann was negative, 
and doubtful in 13 eases with negative maternal Wassermann. The 
Wassermann taken in the prenatal clinic was repeated in the labor 
room on 396 women. The reaction agreed in 5349 cases (88 per cent). 
In 311 cases both were negative, and in 38 cases both were positive. 
The clinie Wassermann was positive and the labor Wassermann was 
negative 26 times; the clinie Wassermann was negative and the labor 
Wassermann positive 21 times. 

The cord Wassermann was done on 655 babies. Of these, 608 
were negative and 47 (0.7 per cent) positive. In 35 eases in which 
the cord Wassermann was negative, the placénta was positive; and in 
13 cases with the cord Wassermann negative, the placenta was doubt- 
ful. <A positive cord Wassermann oceurred 26 times with negative 
placenta. One cord Wassermann was positive in which the placenta 
was doubtful. In only 20 cases, was the cord Wassermann and the 
placenta both positive. 

The maternal Wassermann was positive 66 times where the cord 
Wassermann and the placenta were negative. 

In 19 babies born alive, the maternal and cord Wassermann were 
positive and the placenta was negative. In only 12 cases were they 
all positive. In 20 eases in which the cord Wassermann was negative, 
the maternal Wassermann and the placenta were positive. The mater- 
nal Wassermann and the placenta were positive 11 times where the 
cord Wassermann was negative. There were 2 stillborn babies where 
the cord and maternal Wassermann and placenta were all positive. 
In 6 cases the cord Wassermann was positive, and the maternal Was- 
sermann and the placenta were negative. The cord and maternal 
Wassermann were negative 14 times where the placenta was doubtful. 

We are unable to state whether prenatal antisyphilitie treatment 
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does or does not influence the histologic structure of the placenta 


We were not able to demonstrate a gumma in any of the placentas 


TABLE I 
HISTOLOGIC EXAMINATION OF 1,000 PLACENTAS 
MATERNAL WASSERMANN CORD WASSERMANN 
Positive Negative Positive Negative 
119 Positive for syphilis 24 
546 Negative for syphilis 119 710 26 560 
39 Doubtful for syphilis 11 13 l 13 
TABLE Il 
MATERNAL WASSERMANNS 
CORD WASSERMANN PLACENTA 
Positive Negative Positive Negative | Doubtful 
219 Positive Liz S9 119 1] 
747 Negative 170 94 710 13 
lil 
BInTILS 
CORD MATERNAI 
PLACENTA 
BIRTHS WASSERMANN WASSERMANN 
Positive! Negative | Doubtful Positive|Negative | Positive Negative 
Full time living os 740 13 | 142 617 
Full time dead 12 17 10 17 
Premature living 13 O03 8 6 51 24 57 
Premature dead 50 27 7 3 23 19 3 


SUMMARY 


Syphilis was demonstrated in 15.4 per cent of the 1000 placentas 
examined. 

In 966 women, the Wassermann was positive in 22.5 per cent. 

In 655 babies, the cord Wassermann was positive in 0.7 per cent. 

The Wassermann reaction repeated on 396 women agreed in 88 per 
cent. 

Syphilitie placentas were found in 40.6 per cent of the positive 
Wassermann cases, and in 0.3 per cent of the negative Wassermann 
cases. 

In 84 premature babies born alive, the placentas were positive in 
28.5 per cent. 

In 84 premature babies born dead, the placentas were positive in 
67.8 per cent. 

Of 219 positive maternal Wassermanns, the cord Wassermann was 
positive in 14.5 per cent of the eases. 

Of 747 negative maternal Wassermanns, the cord Wassermann was 
positive in 0.107 per cent. 

Of the positive placentas, 75 per cent had positive maternal Was- 
sermanns, 
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PREGNANCY IN THE REMAINING THORN OF A UTERUS 
DIDELPHYS AFTER TORSION AND PARTIAL 
HYSTERECTOMY 


By C. E. Caswetz, M.D., Wicnira, Kansas 


ease seemed unique enough to warrant a record in obstetric litera- 


MHE following 
low was operated upon by 


ture. On January $8, 1924, the patient referred to be 
Dr. Harry | Archives of Surgery of 


Horn, of this city, and the ease deseribed in 
November, 1924. Torsion had developed in the Ora d side of this double uterus at 


about the sixth month without demonstrable cause. \ laparotomy was done, the 
twisted pregnant portion incised, the fetus and separated placenta delivered, and a 
supravaginal hysterectomy done on the gangrenous half of the uterus. The patient 


made an uneventful recovery and subsequently resumed her menstrual periods, 


Tlre patient, Mrs. S. J., eame again for examination March 18, 1925, reporting 


that her menses had been normal until Deeember 5, 1924, which was her last period, 
and that she thought she had already felt life. Her pregnaney proceeded normally, 


both eervieces enlarging and softening at about the same rate. On Aueust 18, exam 
ination showed the breech in the pelvis. Attempts then and later to do an external 
version were unsuccessful. September 18, blood pressure being 150/90, and there 
being considerable edema, castor oil and quinine were administered. Pains began 
at 10 A.M., both feet presenting, and she was delivered of a six and a quarter pound 


boy at 7:25 P.M., episiotomy being done and forceps applied to the after-coming 
during labor the fundus was 


head. During the later part of her preenaney and 


inclined toward the left side of the abdomen. The cervix dilated normally, but up 
to within a few minutes of the time the feet were delivered, the side where it joined 
the other cervix had not been drawn up out of reach., Involution was rather slow 


but she made a F000 reeovery, 
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Department of Maternal Welfare 


CONDUCTED BY FRED L. ADAIR, M.D. 


LECTURES IN OBSTETRICS TO COUNTY SOCIETIES IN 
NEW YORK STATE 


A * IMPORTANT activity is being developed by the New York State Department 
4 of Health in cooperation with the Committee on Postgraduate Medical Instrue 
tion of the State Medical Society. A sentiment has grown among pliysicians that the 
steadily increasing group consciousness and the growing desire of organized medi 
cine to assume leadership in the solution of the great problem of public health, 
fix a very definite responsibility upon the ofticial medical bodies. This particular 
committee, in its last annual report of the Tlouse of Delegates, made in April, 1926, 
states that the continuous education of the practicing physician is the greatest 
single contribution that organized medicine can make. 

The manner in which this scheme was developed is of interest. The committee 
as appointed represented all sections of the State and a survey was made based 
upon answers to a questionnaire sent to the County societies as the units of the 
organized profession. The oflicials of these societies were asked what plans they 
had made or would agree to make for postgraduate teaching and what facilities 
for the purpose were at hand. A central organization for the ecolleetion of this 
information was developed under the direet supervision of Drs. C. A. Gorden and 
\. N. Thompson, of the Kings County Medical Society, and an appropriation total 
ling $5,000 was secured from the Couneil of the State society. The New York 
State Department of Health offered its full cooperation and placed the services of 
its regional consultants in obstetrics and pediatrics at the disposal of the Com- 
mittee, 

Of particular interest in connection with this important work are the courses 
of six leetures each in obstetrics and pediatries which were offered to various 
County societies and which it is a pleasure to record have been well attended 
The appended map is a graphic presentation of the work whieh has been done 
The lectures on obstetrics have included prenatal care, management of normal labor, 
postpartum eare, and the pathology of labor and pregnaney, and have been given 
by various members of the Regional Consultant staff of the State Department of 
Health, including, among others, Drs. John O. Polak, Frederick W. Riee, Ralph 
W. Lobenstine, Harold C. Bailey, George W. Kosmak, James K. Quigley, and 
Arthur C. Martin. 


The aetivity deseribed above is worthy of emulation by county organizations 
in other states. It presents the subject of better maternity care directly to the 
attention of t practicing physicians by a method that originates and is earried 
out within the ranks of the medical profession. It provides for cooperation witb 
various lay agencies, but the essential aim of the movement is an effort to solve 


fh medical pr blen undel medical auspices, 
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Society Transactions 


NEW YORK OBSTETRICAL SOCIETY 


MEETING HELD DECEMBER §, 1925 
THE PRESIDENT, Dr. O. PauL LUMPSTONE, IN THE CHAIR 


Dr. J. A. CorscadEN read, by invitation, a paper on the Significance 
and Management of the Artificial Menopause. (For original article, 


see p. S03. ) 


DISCUSSION 


DR. ROBERT T. FRANK.—I think that we should distinguish between the 
opcrative menopause and the induction of the menopause by means of radiotherapy 
in young women, because it is very difficult to find the right sterilizing dose, and 
« large number of young women who apparently have been sterilized, at some later 
late, sometimes in a year, sometimes in three years, resume their menstrual fune 
tion, and thereby show that the sterilization was only temporary. 

I would like to make clear just what the menopause is. It is due either to the 
complete withdrawal of the female sex hormone or to a subthreshold effect. The 
female sex hormone, being a chemical entity, has an active dose, a dose requisite to 
produce symptoms. A subthreshold amount may be present and may relieve some of 
the minor symptoms, which we ascribe to the menopause, and yet be insufficient to 
produce the eyclic evidence which manifests itself through the menstrual cycle, espe 
ally through menstruation itself. 


] 


[ am very glad to hear Dr. Corscaden say that obesity does not develop, nor do 
marked changes in appearance, sex characteristics, or the libido occur. I can 
endorse all these findings. That at the age of twenty-five he would expect basic 
physical changes, is probably not what he meant to imply, except such physical 
changes as we actually find loeally, meaning thereby atrophie processes which take 
place in the breast and in the pelvie genital tract. 

My findings in regard to arthritis do not agree with his. I think that perhaps 
‘arthritis’? is a misnomer. I have not as yet been able to follow it up from the 
x-ray point of view to see whether or not actual joint changes occur, but the 
frequeney of the new complaint of pain in the shoulder-, elbow- and knee-joints is 
striking. We are making it our business at present to follow this up more closely 
in order to see whether actual bone changes do take place. 

That the basal metabolism shows no marked evidence of change by means of the 
clinical methods employed does not surprise me. I agree fully that the flashes 
are the most marked symptoms. Hypertension, I agree, should be ascribed as much 
to outside circumstances as to the age. 


When we come to the nervous signs, as Dr. Corseaden mentioned, the seven bad 


cases might have been weeded out if more careful investigation of the patients 
had been feasible before operation. Very often, even with the presence of nervous 
symptoms, it may for physical reasons (fibroids or continuous functional hemor 
rhages) be advisable to produce the menopause. 
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I also agree with him that the x-ray, in preference to the operation should be 
used in these nervous types to minimize the shock. 

That emotional instability was not at least made worse in but 27 per cent of 
the eases is most gratifying. 

When Dr. Corseaden speaks of the endocrine and the psychiatrie school in refer 
ence to this question I must differ with him. I am not a modern endocrinologist— 
I try to keep my feet on the ground—, but I think as far as any menopause effect 


s concerned it is purely and entirely endocrine. That the effects are no greater 
than Dr. Corseaden has shown them to be simply means that the endocrine effects 
are not tremendously marked in the adult. 


When he comes to the treatment of neurosis, I think we might sum up by saying 


that a eareful study of each patient in advanee may put us in a fairly exact posi- 
tion to judge how such a patient will react to operation or to radiotherapy, the 
results of which very often bring about shock corresponding to that of an operative 
intervention. That we are not always in a position to take the time to enter 
into these questions beforehand is perhaps a reflection on us, but such is often 
the ease. 

Now, as to the ‘‘inferiority complex’? of the female, I have not been convinced 
by Liebman and others. I have scen as severe cases of, we will say, absence of 
ovarian function in the most male type of woman as in the smallest, most shrinking 
mid-Vietorian flower. The one thing that we cannot get away from is that in 
-ertain individuals—and JT will aeeord that it is in individuals who show some 
neurotie tendencies, some inferiority of the nervous system, which may show itself 
on psychoanalysis—vasomotor and local changes take place, but I firmly predict 
that as soon as T am able to produee an active female sex hormone (which is not 
so unpleasant and does not produce such severe local reactions that I refuse to 
‘ive it to the human being), all those symptoms of atrophy as well as the vaso- 

tor symptoms ean be relieved at onee. 

Furthermore, IT want to emphasize the point that ovarian extracts cannot possibly 
lo any harm by aeting on the suggestibilitv of the patient. The only good T have 
ever seen the commercial extracts do was done by suggestion. 

In other words, Dr. Corseaden has shown great aeumen in weeding the unim 
portant from the important symptoms. He has shown how rarely important symp 
toms develop. Ile has tried to overcome the folklore fear which has existed among 
the females, hy his psvehie therapy. 

[I hope that within a reasonable period we will have an effective drug at our 
disposal which will to a great degree relieve the ovariophrenie symptoms and yet 
need not he given in such dosage that it will reproduce the very symptoms for 


which the patients were originally treated. 


DR. HAROLD BAILEY.—This paper, it seems to me, again establishes the faet 
that the artificial menopause, or at least the one produced by irradiation, is no 
more severe than the actual one. 

[ should like very much to have some information concerning the effect of ad 
ministering ovarian extraet to women who, a year or two after sterilization, have 
marked flashes. Does the administration of this extract tend again to cause flowing? 

Some years ago I stated that 1,500 millicurie hours from radium in platinum 
placed within the uterus was a sterilization dose but I have had to retreat from 
this position. It is diffieult to establish the dose, and I think that in eases in which 
only a small dose is given, it is exceedingly dangerous to administer the extract, 
less one wishes the bleeding to recur. In my eases I postpone the administration 
of the extract as long as possible, though in a considerable number of cases it is 
advisable to give it in order to relieve the menopause symptoms. 


I disagree with Dr. Frank. 1 believe that the extract is tremendously effeetive 
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in reducing the flashes, so n uch so that in some cuses thes are practically absent 
id, therefore, T think that it is influential in controlling the menopause symptoms 


I was interested to hear the author say that he had noticed diminution in the 


size of the uterus and the cervix. L have not observed this, and I should fee] 
that the dosage he ordinarily gives would not be likely to produce this decrease in 
size. TL have felt that irradiation sterilization led to a milder menopause. T think 
that the parts of the ovary other than the follicular apparatus continue to work 
and therefore, from the standpoint of the menopause symptoms, this form of. steri 
lization is preferable to the operative method. 

DR. GEORGE G, WARD.—I wish to echo what Dr. Bailey has just said. I en- 


tirely agree with his statement and disagree with that of Dr. Frank in regard to 
the value of Warlan extract in the hot. flashes. Dr. Frank, f IT understood him 
correctly, has said that whatever good it did was accomplished entirely by sug 
gestion. Tam quite convineed that that is not so. IT have several eases in mind where 


the women did not know what they were taking, and I am quite sure from rather 


a lengthy observation of this remedy that it has a distinct value in limiting the 


extent of the hot flashes. 


DR. HIRAM VINEBERG.—It seems to me that in spite of 


we are still muel 


a'l our investigations 
1 in the dark as to the eause of the symptoms that follow 
removal of the ovaries and uterus. This was very well shown by a large collee 
tion of cases, followed up for some time by Mandel and Buerger, which showed 
that in a large pereentage of cases the greatest severity of the menopausal symptoms 
was found in women over forty, about forty-five or forty-six. This percentage was 
so marked that they came to the conclusion that it was not always the removal 
of the glands that caused these disturbanees but some disturbance of the nerves 
of the pelvis. Cases in which the tubes and ovaries had been removed demonstrated 
this. The patients had gone through the menopause eyele; three or four years had 
elapsed, and then the uterus had to | removed for some. reason. Then there 


Was a recurrence of the menopause syndrome, showing, evidently, that something 


er than this removal of the ovaries may cause these symptoms. 


[ am sorry that my experience puts me in a class with Dr. Corscaden, not be- 


cause IT do not use ovarinn extract. but because have had such pool results from 


its use. In elderly women, past forty, I have found th: 


combination of bromides 


tincture of valerian gives better results than anv of the ovarian extracts I 
have used. 


DR. H. R. CHARLTON.—If the hot flash is the most troublesome symptom 
from which women suffer during the menopause and if ovarian preparations have 
not heen effective in controlling it, there is a drue whieh does eliminate this dis 
namely atropine, 

In my experience the vasomotor instability, tremor, active sweating and nervous 


irritability following the surgical menopause have been almost uniformly con 


trolled by this drug. During the last two years in the Out-patient Department o 


he Woman’s Hospital I have utilized it with e@reat satisfaction. From 1:1000 to 


1:100 of a erain ever four hours is preseribed, and T have vet to see a ease 
which has not been helped: some have heen completely relieved. 
DR. S. IL. GEIST.—Dr. Corseaden's paper interested me particularly because of 


reeent studies that we have been conducting at Mt. Sinai on the effeets following 
operative castration. We did = not study the change Im psychie attitude of the 
patient, but | the question of basal metabolism, weight, blood chemistry 


and blood pre n none of these investigations were we able to determine 
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any definite or constant change that could be ascribed to the operative removal of 
the ovaries, except, possibly, the tendency to inerease in weight. We found that 
the blood chemistry and the blood pressure remained within definite normal limits 
up to a period of three months postoperative. 

As to the value of ovarian extracts in the control of the symptoms following 
castration, I might mention that two or three years ago, working with one of the 
men in our laboratory, we published a series of experiments dealing with the 
activity of the various commercial extracts. These extracts we obtained directly 
from the various manufacturers and. were presumed by them to be active. We 
found that the introduction of these various preparations intravenously in doses 
even far in excess of those given to human beings, had no effect in preventing the 
atrophy of the genital organs or breasts. Of course, as we were using rabbits for 
our experimental purposes, we were not able to determine what the effect of the 
administration of these drugs would be on the ‘thot flashes. *’ 

The cervix did not atrophy, though I do not believe this was the result of 


the administration of the various preparations, 


DR. J. A. CORSCADEN.—In regard to the question of the age at which we 
should expect genital changes, I agree thoroughly with Dr, Frank. We have only 
12 cases altogether. They run, however, from the age of fifteen up, so that in the 
younger group we might expect some change in the body charaeteristies. I sup- 
pose that the proper way to investigate this point would be to radiate the ovaries 
of a 6- or 7- or S-vear-old child, and then watch the development as we do in the 
regular menstruation experiments. 

The question of arthritis, is still to be answered.  Cecil’s article on the 
normal menopause looked to me like a discussion of arthritis in elderly ladies, 
as are Hopkins’ articles on hypertension of the menopause. The cases of arthritis 
oeeurred in women several years before, several years after, or coincident with 
the cessation of menstruation. 

Whether Dr. Frank—and I am sure he will, from the rapid strides which 
have been made—gcts a substance which can be used as a_specifie is not as 
important to me now as it would have been five years ago. I can remember only 
one woman among these artificial menopause eases who has had such severe hot 
flashes that I have been compelled to prescribe ovarian extract since 1921, but it 
is not the hot flash, the physical distress, that causes the terror. The attitude 
of the normal woman towards the hot flash is one of amusement. She deseribes 
t and then laughs about it. When on the other hand, she is worried about the 
significance or the consequences of the hot flash, it beeomes a serious faetor. In 
other words, we have a certain percentage of endocrine causes; we have a certain 
percentage of psychie causes. If the endocrine disturbance is the mateh that 
may set the conflagration going, IT think it might be wise to eliminate it if possible, 
but this whole diseussion is on the practical rather than the aeademie basis, and 
until such time as Dr. Frank does get this substanee, I think we shall have to 
treat these women as they are. If they suffer from psychie disorders, they should 
he treated by psychotherapy. 

In regard to ovarian extracts I agree with Dr. Frank in_ principle. Dr. 


Sharlit in our eliniec at Vanderbilt is a chemist and has examined these substances 


by the ordinary chemical methods, determining the amount of protein, the amount 
of fat, ete. He finds that some manufacturers are selling what other manufae- 
turers are throwing away. 

The question whether or not these ovarian substances, when they do work, work 


by suggestion or by chemistry T am not prepared to answer. All T know is that a 
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al Cases, because 


© spontaneo 


preparations with 


lmpresse d with 


Dr. J. H. Tetratr reported a case of Osteogenesis Imperfecta noted in 


a baby born at term in a gravida ii, age 20, with a normal first labor 


and infant. 


twenty-three 


disfigured 


S60 
lot of women have com » the Vanderbilt Clin suffering t1 the spontaneous 
helieve that the taking of medicine suggests illness. But t) 
cases who alread ave their discor rts (about 130 odd), large amounts of dr 
Whole ovarian substance have been used. Th listributior such that it some 
: largely to ¢ nate suggestion. The hot flashes have been, I think, helped, but 
I agree with Dr. Frank that this matter of suggestion is so subtle and so dif 
ficult to appra that we must accept the present commercial _xy) : 
eaution. 
Atropine we have used spasmodically, but beeause we beear ) 
the psyehie factors, we gave up the use of all ugs in these eases. 
The present pregnancy as uneventful and the labor lasted about Zi! 
hours. The b: as born in poor condition, ery weak, and body ii. 
The bones of fl skull were for the most part cartilaginous and very. brittle. 
breaking with xtreme es slight pressure. Fontanelles and sutures were 
markedly enlarged and separated. The eyes were slit-like and the features ap | 
proael 1 tl a neol id tvne. ‘| art rae appeared to he ntact but the ribs 
presented 1 erous fraetw and these kewise involved. thr hones of 
extremities, result x in a arked s rte ne. The babv lived onlv three hours. 
The Wassermann test on mot was negative. The autopsv showed characteristic 
evidences of achondroplasia. The body eavities were essentially normal. A. see- 
tion of the femur showed tl shaft to be of almost paper thi ss with a large 
amount of extravasated blood. The epiphyses were normal, although the line was 
red and congested. 
DISCUSSION 
DR. HAROLD BATLEY.—TI think there is no question that t] ‘ase presented 
s typical * the ndition. Ballantyne \ les the group into seyeral types: 
dromalacia ro! a ply, achonady pl As ¢ tter of fact 
al tf a dozer t ms | ‘ een apn] 1 to this ndition: thi iginal one was 
congenital rickets, a cert ly this spe ‘ks as ¢ oh it might be o 
that nature. 
This radiogra; teresting, shows the pe ar head deforn 
labella I] head deformit 3 to n shortened has f the pital bone it 
Kalle af « kard’s laborato1 plainly that the area il 
ront of the f hortened and is p hay nly 
The deformit: i ritable, It is exceedingly difficult to bring up these 
lwarfs and t ally ring pregnaney, labor or shortly after birth. When 
they don ea they ar the 4 Iwarfs that t] eireus 
els wh { n nertaing +o taratal rather 4 an itritional 
sturbanees o 
i 
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MEETING OF JANUARY 2, 192¢ 
THE PRESIDENT, Dr. O. PaAauL HuMPSTONE, IN THE CHAIR 


Dr. Hersert Toms presented a report of a case of Fetal Dystocia 
Due to a Large Cystic Tumor. (See page 839. 


De. J. of Baltimore, read (by invitation) a 
paper entitled A Statistical Study of the Incidence of Labor Com- 
plicated by Contracted Pelvis in the Obstetrical Service of the Johns 


Hopkins Hospital. (See page 735 
DISCUSSION 


DR. JOHN O. POLAK.—This presentation of Dr. Williams must be classed as 


one of the best contributions we have had on this subject, for the reason that it 
shows wha s be complished in lowering the maternal and fetal death rate by 
the evolutio of seientifie obstetries. In Jookine’ at the figures as he threw them 

the sereen, I note that our knowledge of the ways of the black woman is too 


mited to permit us to discuss that part of his paper. From his statisties we find 
that the incidence of contracted pelvis in Baltimore in white women is not quite 
as the incidence of contracted pelvis in white women in and about New 
York. The incidence here is somewhere between 10 and 11 per cent. A type of pelvis 
that the doctor did not mention is that which we have been seeing so frequently in 
the last few years since the importation of that large group of war starved Rus 


sians. These women have normal external measurements with a high promontory 


and an increased pelvie inclination and have given us many of our difficulties in 
infravaginal delivery. Our experience has been practically the same as far as the 
neidence of the generally contracted pelvis and generally contracted funnel pelvis 


among white women is concerned. 

Another interesting thing in the notation is that his figures are almost identieal 
with ours as far as spontaneous deliveries in 1 r degrees of contraction in white 
women are econeerned. In three series of cases of 100 each that we studied we 


found the incidence to be 79, SO and 8] per eent, respectively, where the labors 


terminated spontaneously; this practically agrees with his 78 per cent. The interest 
¢ point is the very low maternal mortality that he has finally attained by the 

introduction of the methods that are now in use. Another point that is impressive 

from the charts is that high foreeps has | e obsolete, and that there is not 

among obstetricians today such an operation as high foreeps. Furthermore, that 
nstead of doing pubiotomy and version, which at one time seemed to be the trend 
f Baltimore, there has been a gradual trend towards cesarean section. 

This paper would be a dangerous one out e a special society like this, as the 
doctor makes the statement that he is able, and has shown by the charts that he 
is able, in a very great proportion of eases practically to foretell exactly what the 
particular head is going to do in the particular pelvis without estimating the in 


dividual expulsive powers of the patient or the moldability of the head. The doe 


tor’s statement that his sections have gradually i reased to nearly 10 per eent of 


the operative interventions is entirely in accord with our experience in New York; 
] 

we are doing less of the test of labor: tha prolonged test of labor hour after 

hour that we were giving our patients years ago is gradually being shortened. As a 


result we are delivering more living babies and have more living mothers. T am 
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still of the opinion 


| that perhaps too many uteri are sacrificed in Baltimore and 


yet I do not believe that this low cesarean operation is a panacea against the 


actually infeeted ease. It is in the suspect case that it has its value, not in the 
actually infeeted case. When one stops to think for a moment that the involution 


of the uterus in any case of cesarean section is poorer than it is in the normal 
ease, When one realizes that there is definite migration of the vaginal flora into the 
uterus after a certain number of hours, one can readily understand how leaving 
the uterus in these cases that are already potentially infected is fraught with a 
great deal of danger. Furthermore, there is no question that the convalescence 
of these cases of hysterectomy is smoother by far than even those in which the 


woman has a low section and is potentially, but not actually, infected. 


DR. HAROLD BAILEY.—Under a plan of treatment—trial labor—with which 
I might say Dr. Polak disagrees, we have conducted at Bellevue, during the past 
four years, all our cases of contracted pelvis. As a result it has been ne. essary 


to do 47 low flap cesareans and 10 elective cesareans, and there ] 


was no loss of life 


to the mother. 


The method by which Dr. Williams separated his cases was very interesting; 
along similar lines, our figures for New York would be very different, and I think 
that this is largely owing to the colored women with whom he has to deal. We 
found that there were very few pelves that we could actually claim as due to rickets, 
and to our great surprise, at the conelusion of our work, we found that we had 
almost exactly the same number of generally contracted pelves as flat pelves, and 


that there were only 10 per eent of all the contracted pelves that were funnel. 


DR. J. WHITRIDGE WILLIAMS (closing).--In our series of 3,000 


contracted pelves there was a gross maternal mortality of 29, and we noted the 
nterestin 


labors in 


e fact that 26 of the deaths were in black and only three in white women. 
But, as there were four times as many contracted pelves in the black women, if 
no peculiar factors were concerned, we should have had six or eight deaths in the 
white women, and yet we had only three. What is the explanation for this dif- 
ference? I cannot tell you, except that I can say in a general way that the colored 
woman is a poorer risk than the white woman and has less resistance in any phys 
ical emergency. 

That brings me to the very interesting question as to why it is that we have 
n America the highest maternal mortality in obstetrics of any civilized country 
in the world. If you had asked me the reason a year or so ago, I would have said 
that it was because the medical students in America liad received the poorest obstet 
rie training in the world; as until a few years ago there were no obstetrie eclinies 
worthy of the name, and that the subject was taught almost entirely didaetically. 
On the other hand, when we take the differing mortality of the two races into econ 


sideration, it appears within the range of probability that some other factors may 


be concerned, and it is conceivable that the Ameriean women are less fitted to bear 
children than those of any other country in the world. Whether this is true or 


iot, I cannot say; as it is a problem that can be solved only after careful sta 
tistical study of the results obtained by thoroughly trained obstetricians under the 
best possible cireumstances, and such studies have not yet been made. 

A word about radical sections in Baltimore. When we come to analyze them, 
it will be found that they were almost all performed on colored women who had 


entered the service in bad shape, or were done directly for purposes of sterilization 


at a second, third or fourth section. 


There is a certain proportion of eases in which I regard it as the operation of 


choice and where I would not dare do anvthing else, regardless of the social status 
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of the patient. I do not think that the low flap operation will ever entirely replace 
the radical operation, although I think it represents a very considerable advance. 
Moreover, I believe that the article which Hofbauer has recently written, showing 
the existence of a peculiar protective mechanism at the base of the broad liga- 
ments, gives a clue as to why the operation proves so satisfactory in what at 
first glance appear to be unpromising cases. When it was first discussed, I talked 
to Dr. Halsted about it, and he said he thought there could be no worse operation 
surgically, as there could be no better way of bringing about a spread of infection 
than by widely opening up the pelvic connective tissue. Nevertheless, experience 
has shown that it is a very satisfactory operation in appropriate cases, but we must 
guard against going to extremes, and we must bear in mind that we have always 
alternative operations. If you have carefully studied your patient and do a clas- 
sical cesarean a day or so before the onset of labor the result should be ideal. If, 
however, you miss the time of election, the low cervical operation comes into play, 
but if the patient is not seen until infection has occurred, the radical section then 
becomes the operation of choice. 

I think in a teaching institution, such as the one with which I am connected, 
we must constantly bear in mind that we are teaching inexperienced people who 
are prone to run away with what we say. Consequently, we must be prepared to 
justify every operation we do. If many obstetricians had the material that I 
have, with its large number of colored patients with contracted pelves, I think they 
would do many times more sections than I have done. I always try to impress upon 
the students the fact that it requires a great deal more intelligence to decide to 
let a woman have a spontaneous labor through a contracted pelvis than to do any 
operation, and I frequently quote Leopold’s dictum: ‘‘The important thing is to 
fix the indication; operating is only handiwork—any carpenter can do it.’’ 
Furthermore, we should always remember that every justifiable obstetric operation 
represents a failure on the part of Nature, and we must always be on our guard 
lest it represents a failure of our intelligence as well. 


NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL 
SOCIETY 
MEETING OF JANUARY 14, 1926 


Dr. W. L. STALLWoRTH reported a case of Full-term Intraligamentous 
Pregnancy. 


8S. N., colored female, age, twenty-four years. Family and previous history 
irrelevant. Menstrual history without incident. One full-term pregnancy six years 
before, delivered in country by midwife. Child died of hemorrhage from the um- 
bilical cord on the seventeenth day. First seen in the Touro Maternity Clinic 
October 28, 1924, with history of having missed her September period. Estimated 
confinement May 22, 1925. She did not return until February 4, 1925, at which 
time she presented the appearance of a woman normally four months pregnant. 
Quickening had occurred just prior to this visit. The Wassermann was weakly 
positive, and she was therefore given six 3 gm. doses of salvarsan in the G.U. 
Clinic, the treatment covering some eight weeks. She was kept under observation 
from February until June, during which time the pregnancy was apparently normal 
in every way. The urinalyses were negative and the blood pressure varied from 
120 to 140 systolic. June 15 there was a sudden attack of severe cramping pains 


+ 


in the lower abdomen, radiating to the back and down the legs. This condition 
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persisted for two days, during which time she was nauseated and vomited fre. 
quently, and seemed very weak. As the pains simulated labor pains she was ad. 
vised to enter the hospital, but refused to do so, and for some reason she was lost 


sight of until November 25, 1925, when she was examined in the Touro Clinie. 
Since June, when she was last seen, she had menstruated regularly every month, 
duration three to four days, and the flow was slight and without discomfort. Her 
general health was poor; she was sleeping badly, was very nervous, had frequent 
dizzy attacks, was short of breath on exertion, and tired very readily. She had 
lost 30 pounds in weight, her appetite and digestion were poor, her bowels eon. 
stipated, and there was marked frequency of urination. Abdominal examination 
showed a firm, round palpable mass, extending as high as the umbilicus, and about 
the size of a six months pregnancy, on the left of the abdomen and freely movable, 
A smaller rounded mass, about the size of a large orange, was made out on bi- 
manual examination to the right of the uterus and firmly fixed. A 


mass, apparently the fundus of the uterus, could be 


firm rounded 
made out on deep pressure 
behind the symphysis. <A tentative diagnosis was made of fibroid tumor of the 
uterus, with the possibility of either an ovarian cyst or a pregnancy. Operation 
December 4, 1925, at Flint-Goodridge Hospital by Dr. Levy. <A midline ineision 
exposed a large, rounded mass, about the size of a football, which proved to be 
entirely retroperitoneal and within the broad ligament. The left tube extended 
almost over the vertex of the tumor, but the ovary on this side could not be located. 
Multiple adhesions were present. The tumor and the left tube were removed with- 


out difficulty. A right intraligamentary cyst was also removed, together with the 


tube of that side, which was involved in the mass. Usual closure, with one large 


rubber drain. The pathologist reported the condition as a full-term intraliga- 
mentous pregnancy. 


Dr. W. E. Levy reported a case of Hemorrhage, Followed by Shock 
and Acidosis, with Immediate Recovery after the Administration of 
Glucose and Insulin. 


About a year ago, with Dr. Henry Macheea, he reported in the New Orleans 


Medical and Surgical Journal a case of acidosis following acute hemorrhage. 


This patient had gone to a midwife to have an abortion done, and as a 


result was brought into the hospital practicalivy exsanguinated. Her systolic 
pressure was around 78. She was transfused at once, with good results and 
considered out of danger. Next morning, however, she was vomiting pro- 
fusely, and with a markedly sweetish breath. A catheterized specimen of 


urine showed acetone and diacetic acid. Her condition was obviously very grave. 


hypodermoelysis, without results, and then 
glucose and 20 units of insulin intravenously. Six hours later she was 


She was given glucose and insulin by 


H00 of 
on full diet, and her recovery thereafter was without incident. 


Five days ago a similar case of shock occurred following hemorrhage from a 
retained placenta. After manual extraction, however, the hemorrhage finally ceased. 
By noon the patient was vomiting profusely, and urinalysis showed both acetone 
and diacetie acid. In short, acute hemorrhage produces exactly the same chemical 


changes in the body as does acute starvation. Glucose and insulin by hypodermoc- 
lysis failed in this case, as it had in the previous one, but 500 ¢.c. of glucose with 
IS units of insulin intravenously produced exactly the same brilliant results. The 
vomiting stopped, the patient was put on full diet within a few 


recovery thereafter was smooth. 


hours, and her 
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Dr. C. Jerr MILLER read a paper entitled Glucose and Insulin in the 
Toxemias of Pregnancy. (See page 763.) 


DISCUSSION 


DR. H. E. MILLER.—It has been my impression that the blood-sugar con- 
tent in eclamptics is inclined to run low. A report from Johns Hopkins, by Stander 
and Duncan, however, states that in a study of some 13 or 14 eases it was found 
that the blood-sugar content was high, while the CO, combining power was low. 
Bearing this in mind, they have relied for their indications for this line of treat- 
ment upon the CO, combining power of the blood rather than upon the blood-sugar 
content, and they contend that a lowered CO, combining power may be promptly 
offset by the use of insulin alone. This is reasonable in view of the fact that if the 
blood sugar is high, there is no indication for glucose. The paper is purely a pre- 
liminary report, but if further investigations bear them out in their first results, 
their advocacy of insulin alone in such eases will be very convincing. In spite of 
results which they claim, however, I still believe, particularly in the instance of 
the average practitioner who is working in the home without laboratory aids, that 
the method is safer if glucose is used with the insulin. Insulin is a dangerous 
agent, unless enough glucose is used with it. 

I might say in general that nothing could persuade me to consider again the 
old radical treatment for eclampsia. I cannot give you exact figures, but I know 
that in the last few months I have seen a relatively large number of women ad- 
mitted to our seryice at Charity in convulsions or coma. We try to keep them 
absolutely quiet, in a darkened room, we give them opiates, not systematically ae- 
cording to the Stroganoff method, but aceording to the individual indications of 
each case, we bleed them where the blood pressure is persistently high or where 
there have been more than two convulsions, and we give them glucose and insulin 
by intravenous infusion. There is no sweating, no purging, and certainly no at- 
tempt at forced delivery. I do not recollect a single instance in which marked im 
provement has not followed this course of treatment. We are also getting away from 
the immediate induction of labor, even by the improved conservative methods, for 
this reason, if no other: if the patient is in such a condition that she is going to 
need morphia or opiates for eighteen or twenty-four hours, induction will be dif- 
fieult if not impossible, and therefore time is really saved by waiting, particularly in 


view of the patient’s improved physical condition. 


DR. WALTER E. LEVY.—We have definitely proved that in the preeclamptie 
toxemias, and also in eclampsia, both the blood-sugar content and the CO, com- 
hining power are lowered. My report is based upon studies in some 50 cases, of 
which these are illustrations: blood sugar, 60.6, CO, combining power, 43; 76.8 
with 38.3; 54.8 with 39.3; 57.1 with 37.4; 83.3 with 37.4. In these studies the 
blood sugar runs from 52 up, the highest being about 84, while the CO, combining 
power runs from 82.5 up. In looking up the literature of blood sugar, I found the 
report of a series of experiments by Mann of the Mayo Clinic. He took the livers 
out of a number of dogs, and in every instance he found that before death the 
blood sugar was practically cut in half, while the glycogen of the muscle was also 
depleted some 50 per cent. Now, to reason by analogy, if in a hepateetomized dog 
the blood sugar is low, and death ultimately ensues with convulsions and coma, why 
does not the same thing happen when we have a chemical destruction of the liver, 
as in eclampsia, which produces true hepatie destruction? Frank describes the 
process as a central necrosis, the debris being composed chiefily of liver cells, and 


I can see no difference between the surgical removal of a dog’s liver and the chem- 


ical destruction of a woman's liver by process of disease. In both instances the 


fats are incompletely burned, acetone and diacetie acid develop, and a state of 
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acetonuria results. I think Dr. Miller is entirely correct in his advocacy of glucose 
and insulin in these toxemias; the liver function, as a result, returns, and the glucose 
seems to stay further liver destruction. Administration by hypodermoclysis gives 
no results; I have proved this in a series of cases where immediate results followed 
administration by infusion, with the insulin given subcutaneously. 

If these new investigations of mine are correct, our diet in toxemias in the past 
has been wrong. We tell our patients not to eat meat or e 


sugars. 


ggs, advocating fats and 
Fats should be eliminated from the diet, because they are incompletely 
burned, and proteins in moderation should be permitted. Heretofore we have given 
our patients lactose to build up their carbohydrate reserve, but Mann in his invyesti- 
gations found that it had no effect at all upon dogs. I cannot agree with the re- 
port from Hopkins in the December issue of the AMERICAN JOURNAL OF OBSTETRICS 
AND GYNECOLOGY, to which Dr. Miller has referred. In my opinion you cannot 
have an acidosis in the face of a high blood sugar. I might add that in doing 
this work I ran across a German article which stated that acetone bodies could be 


found in the blood of the normal pregnant woman, showing the tendency to an al- 
ready existing acidosis. 


DR. J. S. HEBERT.—Dr. Paul Titus, of Pittsburgh, in the August, 1925, 
issue of the Journal of the American Medical Association states that glucose not 
only supplies the necessary element for a liver which is defective functionally, but 
actually regenerates liver cells. 


Certainly in any discussion of this line of treatment 
that point should be emphasized. 


DR. T. B. SELLERS.—I have used glucose alone, as well as glucose and insulin, 
in the treatment of the early toxemias of pregnancy particularly, and I think there 
is no question but that the combined treatment gives better results than the glucose 
alone. Thalhimer believes that in pregnancy there is a fundamental change in 
the carbohydrate metabolism, and not merely a earbohydrate deficiency, as Titus 
claims, and I am inclined, from my experience, to believe that Thalhimer is correct. 
Three years ago I reported before the Orleans Parish Medical Society a case of 
pernicious vomiting of pregnancy in which glucose alone was used. After the ad- 
ministration of the glucose the urinalysis showed 4 per cent of suger. Her toxemia 
increased, however, and she died three days later. I am convinced that insulin would 
have given her a much better chance for recovery. 


DR. MILLER (closing).—As a general thing I should certainly urge the use 
of insulin whenever it seems indicated, even without definite laboratory data, with 
the addition of glucose as a preparation for the hypoglycemia likely to follow. 
With prompt service from the department of biochemistry, and the liver fune- 
tion tests now possible, we shall have great assistance in reaching scientific con- 
clusions as to the indications for treatment in 


these cases. Now we have to rely 
upon the clinical condition of the patient. 


Has the liver reached its limit of fune- 
tion? How seriously is it embarrassed? What are the limits of safety of the CO, 
combining power of the blood, and how are we to know when these limits have 
been reached? Such questions can only be answered in the laboratory, and until 
they are answered promptly our treatment must be given on the gross clinical in- 
dications and must remain correspondingly empirical. 


Dr. Pumps J. Carter read a paper entitled The Vomiting of Preg- 
nancy, Its Causation and Its Treatment. (See page 828.) 


DISCUSSION 


DR. J. S. HEBERT.—I noted that Dr. Carter in his classification of types of 
vomiting included the reflex type. Dr. Williams in his older textbooks gave the three 


classifications of neurotic, reflex and toxemie vomiting, but in his recently revised 


d 
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edition he has dropped the reflex classification. We all have had our particular 
way of treating this distressing condition, but we are agreed, I think, that the 
specific method is still to be discovered. In the last few years I have used the plan 
advocated by Titus of Pittsburgh. He classes his cases as mild, moderately severe 
and pernicious, and he has three types of treatment based on this classification. In 
the mild cases he secks to win the confidence of the patient, encouraging her to be 
lieve that the condition is a temporary one which will soon disappear, and he pre 
scribes correspondingly simple measures. Liquid food is taken every two hours, or 
possibly some solid food with a highly concentrated carbohydrate content. In ad 
dition he suggests a solution of 10 per cent glucose and two per cent bicarbonate 
of soda, to be taken in 2 oz. doses every two hours. He stresses particularly the 
regularity of both food and medication. The moderately severe cases are treated 
along the same general lines, with the addition of Murphy drips or hypodermoclysis 
as indicated, and 10 grains of chloral and 30 grains of potassium bromide twice 
daily. The pernicious cases are treated vigorously at once, and the administration 


of glucose intravenously seems to control this type in his hands. 


DR. P. B. SALATICH.—I would like to substantiate what Dr. Carter has em 
phasized, that in using ovarian extract for this condition, ordinarily we do not give 
enough of it. If one ampule a day gives no results, I give the same dosage two 
or three times a day, and I have occasionally given two or three ampules at a dose. 
I can recall only one instance in which I failed to stop the vomiting; in that case 
the patient would not follow my advise in any respect, and TI finally refused to 
continue treating her. Glucose, with or without insulin, has, since its introduction, 
made the handling of the serious cases of pernicious vomiting a much simpler mat- 
ter, but in the average case I think you will find that ovarian extract does the work 
if you will saturate your patient with it. 


DR. JOHN F. DICKS.—I have used both corpus luteum and ovarian extracts 
quite extensively in treating the vomiting of pregnancy, but my results have not 
been striking, possibly because my dosage was too small. I have given as much 
as 1 c.c. every day for twelve or fifteen days, and occasionally a patient has been 
benefited, but as a general thing my results have been disappointing. The point 
which Dr. Carter emphasizes, that the patient should be saturated, may have some- 
thing to it. The cases he reports are certainly remarkable, and if saturation is re- 
sponsible for them, our small dosage may explain our failures. 


DR. T. B. SELLERS.—In 1922 I reported before the Orleans Parish Medical So- 
ciety a series of cases of vomiting of pregnancy which had been treated by ovarian 
extract or lutein, intravenously, intramuscularly or by mouth for from fifteen to 
twenty-eight days; my results were so poor that I did not feel justified in continu- 
ing the treatment. Dr. Carter’s advocacy of saturating the patient with ovarian 
extract may explain my failures. I would advise the use of glucose and insulin 
in all toxic cases; since I began to use this method I have not had a mortality, 
nor have I had to empty the uterus. The treatment, however, should be instituted 
early, before the pronounced symptoms of toxemia develop. 


DR. A. H. GLADDEN JR.—Can you compare a series of cases treated by 
ovarian extract alone with a series treated by the extract plus the luminal-sodium? 
And how much of your good results do you attribute to the latter agent? 


DR. CARTER. (closing).—I have been working on this subject of the vomiting 
of pregnancy since 1915. I began, as I have said, with the tablet form of ovarian 
substance, because in those days the extract was not available. After the expendi- 
ture of considerable time and effort I finally persuaded a local firm to put up the 
fluid form, and since 1918 I have used that preparation. As a matter of fact, I 
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was so thoroughly convineed that this would be the most effective form that ] 
finally told the pharmaceutic houses I would quit using the preparation altogether 
if I could not get the form I wished. In the paper I read on this subject at Alex- 
andria I reported 40 cases with 100 per cent good results. In a few cases T haye 
used corpus luteum in ampule form, but the percentage of cures has not been en- 
couraging. Glucose and insulin should be used immediately in a serious ease. In the 
last ease I reported, in which abortion was eventually done, I used it first by hypo- 
dermoclysis, and twice intravenously, with no results at all, and T believe that the 
condition was an incipient, recurrent acute yellow atrophy of the liver. The urinary 
findings were characteristic, she began to turn quite yellow, and I did not feel that 
further delay was justifiable. 

I have not had such good results with corpus luteum as with the whole ovary. 
If corpus luteum gives such results as Hirst in particular claims for it, then we 
may reasonably expect the whole ovary to give better results, and it was with that 
idea in mind that I began this form of treatment. The secret of the method is 
saturation. It must be administered regularly every day, without skipping, and in 
bad eases I have given 2 or 3 ampules in a day. In view of the good results I have 
had with this mode of treatment, I would say that the theory of the ovarian hormone 
is a reasonable one. 

In answer to Dr. Gladden, I haye not checked two semes of cases, one with 
ovarian extract alone, and one with the extract plus luminal, but my theory is 
this: if the case does not respond to ovarian extract, which is directed, so to speak, 
at the factor coneerned in the pregnancy, then there is evidently a digestive factor 
present, or a neurosis, and luminal in either condition exerts a sedative action. 
After the vomiting is checked by the action of the ovarian extract I continue the 
luminal for its sedative effect. I am not advocating this treatment as the specific 
for this condition, but until we know the underlying cause of the vomiting and 
can treat that cause, we are justified in using any method which gives results, and 
in my hands the treatment I have outlined has been very satisfactory. 


The final installment of the Transactions of the American Associa- 
tion of Obstetricians, Gynecologists and Abdominal Surgeons will 
appear in a subsequent issue. 


Item 
American Gynecological Society 


At the last meeting of the American Gynecological Society, the fol- 
lowing officers were elected: 

President—Dr. Arthur IL. Curtis, of Chicago, Il. 

First Vice-President—Dr. Frank W. Lynch, of San Francisco, Calif. 

Second Vice-President—Dr. James R. Goodall, of Montreal, Canada. 

Treasurer—Dr. Fred L. Adair, of Minneapolis, Minn. 

Secretary—Dr. Floyd E. Keene, of Philadelphia, Pa. 


Department of Reviews and Abstracts 


ConpucTep BY HuGo M.D., AssociaTE EDITOR 


Collective Review 


The Obstetric Literature of 1925 
By J. P. Greennine, B.S., M.D., Cricaco 


(Continued from May Issue) 


LABOR 


HE preparation of patients for delivery varies considerably in 

different institutions. Siddall* describes the teehnie used at the 
Henry Ford Hospital. After clipping the pubie and vulvar hairs, a 
diluted tineture of iodine solution (2 per cent) is applied to the 
vulva, perineum, lower abdomen, and inner sides of the thighs. Much 
better results are obtained with this preparation than with the usual 
scrub and flush preparation, Mavyes*’ made a study of cases to com- 
pare mereurochrome and iodine as antisepties in the preparation of 
patients for labor and came to the conelusion that mereurochrome is 
preferable to iodine. 

The usual serub and flush preparation gives very good results if 
properly carried out, but unfortunately not all nurses know how. A 
good procedure is to have the patient shaved and given the usual 
scrub and flush preparation when she starts in labor and an applica- 
tion of iodine or mercurochrome just before the actual delivery. 

Analgesia and Anesthesia—The matter of analgesia in obstetrics 
always requires consideration because of its importance. Undoubt- 
edly the greatest advance in recent vears has been the method sug- 
gested in 1923 by Gwathmey (morphine-magnesium sulphate injec- 
tions and eolonie ether instillations). Nearly all who use this method 
report very good results. Davis*® gives a very clear and comprehen- 
sive synopsis of the method and emphasizes certain important pre- 
Harrar*® is that the Gwathmey procedure is the 
safest and most effective method for the relief of labor pains. Others 
(Gwathmey and Hooper’) also report excellent results, but there are 
a few dissenters. Lé6rinez,*! of Hungary, believes that the method is 
not harmless. However, Gwathmey’s answer” to this is that at the 
New York Lying-In Hospital where over 200 patients receive this 
form of analgesia every month, no harm has been seen in either the 
mother or child. Another dissenting opinion is that of Beckman” 
who performed experiments on dogs to test the alleged synergism of 
magnesium sulphate and morphine and concluded that there is no 
synergism in dogs and that no satisfactory proof to show this syner- 
gism in man has been presented. Gwathmey"t answers this by sub- 
mitting evidence to show that synergism does occur in man and that 
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it has been established in the albino rat, rabbit, and dog also. In 
spite of this, Beckman® does not accept the evidence as proof of 
synergism. 

In 135 eases studied by Fuchs,*® twilight sleep failed in nearly 4 
per cent, 18 per cent of the babies were born oligopneic, 6 per cent 
were apneic and 3.7 per cent were both apneic and asphyxiated. 
Labor lasted longer than usual. Carter*’ substitutes pantopon for 
morphine to eliminate headache, nausea, and vomiting. 

King®® points out the advantage of ethylene-oxygen over ether and 
nitrous oxide as an anesthetic in obstetrics. He has not noticed any 
undue tendency to postpartum hemorrhage, but this complication has 
been seen by others, including the reviewer. Not only is the blood of 
the mother changed but also that of the infant as recently proved by 
Sanford.*® The danger of explosion from statie electricity need not 
be feared if the patient and machine are grounded, if a water-washing 
inhalant machine is used, and if the rubber parts are coated with 
Zeppelin paint. 

Three cases of delayed chloroform poisoning are reported by 
Royston'”? who, in spite of these cases, still feels chloroform is a safe 
anesthetic in obstetrics. Patients who have long, exhausting labors 
and who take little food during this time, should not be given chloro- 
form. The dangers of chloroform have from time to time been empha- 
sized; but despite this, the drug is still popular in obstetries though 
very seldom used in general surgery. Chloroform should never be 
used for a long period of time and, if used at all, ealls for a diet rich 
in carbohydrates and milk and restricted in fats, before the anesthetic 
is given (Stander’*). 

Febres'” advocates injection of the Frankenhaiiser ganglia to pro- 
duee anesthesia in labor. Rucker’ feels that novocaine injected sa- 
erally produces marked relaxation of the perineum and the external 
os, With anesthesia to pain and also largely to pressure. He believes 
it is an excellent procedure for operative obstetrics, but its value for 
spontaneous delivery is dubious. 

There is no doubt that intraspinal anesthesia is dangerous, espe- 
cially for pregnant women (Kroénig), and while epidural anesthesia 
is apparently harmless, occasional bad results have occurred. Where 
a spontaneous delivery is anticipated, neither intraspinal nor epidural 
anesthesia should be used. For forceps delivery where a general anes- 
thetic cannot be used, direct infiltration (novoeaine) anesthesia, with 
or without morphine, gives good results. 

Complications.—In order to estimate the true value of the passage 
of meconium as a sign of fetal distress, Schulze’* studied 5534 ob- 
stetrie eases and found that meconium appeared in the amniotie fluid 
in 3 per cent. The author concludes that the passage of meconium 
during labor is in the large majority of cases entirely independent of 
fetal asphyxia. In eases associated with asphyxia, changes in the 
fetal heart tones are invariably present, and the latter, therefore, 
should be the sole guide as to the necessity for operative interference. 
Adams,’ who studied the effect of a short umbilical cord on labor, 
believes that in by far the great majority of cases, a short cord causes 
neither dystocia nor danger to the fetus, and although this condition 
exists as a potentially dangerous complication, it only rarely neces- 
sitates operative interference. 

Very little has been written this year on the use of pituitrin in 
labor. However, Laurentie’®® reports a death due to pituitary extract, 
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and Rucker’ describes a case of incomplete tetanus (demonstrated 
by a hysterogram) which was produced by so small a dose of pituitrin 
that no action was observed clinically. Nowadays it should not be 
necessary to emphasize the dangers of pituitary preparations in the 
first and especially the second stage of labor. 

Operative Obstetrics—In a diseussion on birth injuries, Stern?’* 
calls attention to the importance of spontaneous nystagmus as a sign 
of cerebral damage and advocates more frequent use of operative pro- 
cedures for the sake of the baby. He advises that forceps be applied 
after the fetal head has remained on the perineum for three hours. 
Rittershaus’”® tells us that at the Frieburg Clinie the indications for 
forceps at present are uterine atony, a second stage of four hours, 
threatened infection, fever, acute infection, heart failure, and a fetal 
heart rate of less than 100 during a pause between uterine contrac- 
tions. Since instituting the four-hour rule for the second stage, the 
number of forceps operations has increased, but the fetal mortality 
has decreased. There was no increase in maternal mortality or 
morbidity. 

This is gratifying information because of the previous ultracon- 
servatism of this clinic. There is no doubt that the dangers of the 
second stage are greatér than those of the first. This ealls for careful 
control of the fetal heart tones during the second stage and interfer- 
ence when the heart tones indicate danger. Since delay in expulsion 
of the child after a few hours endangers the child, it is advisable for 
the expert to apply forceps soon after complete dilatation of the 
cervix provided the head is on the pelvie floor and the occiput is 
anterior. 

Both Jarcho'’® and Seadron'™ extol the Kielland forceps. Two 
years ago the reviewer!” abstracted the literature on the subject and 
indicated that the large majority of obstetricians who used this for- 
ceps felt the instrument was a definite advance in obstetrics. The 
reviewer has had no cause to change the ‘opinion expressed in the 
Collective Review which was summarized as follows: ‘‘I feel that the 
Kielland forceps are distinctly helpful when the head is above the 
spines of ischia and also when the head is engaged, but where the 
occiput is not in an anterior position and cannot be brought into an 
anterior position manually. Where the head is engaged and the oeci- 
put is anterior or can be rotated anteriorly with the hand, I believe 
better results can be obtained with the Simpson forceps.’’ More im- 
portant than the type of forceps is the man performing the operation. 

For occiput posterior positions B. C. Hirst'!® advocates the Seanzoni 
maneuver, while Bill’'* recommends a modification of this maneuver. 
The reviewer favors rotation with the hand rather than with forceps, 
because by means of the hand not only may rotation be accomplished 
easily in most cases, but it is also possible to correct a deflection atti- 
tude and asynelitism. Whenever rotation of the head is undertaken, 
whether manually or instrumentally, it is advisable to lubricate the 
vagina liberally with green soap. 

lm a series of 1000 deliveries, Johnson™® performed 445 podalie ver- 
sions by Potter’s method. The fetal mortality was 2.4 per cent. 
Johnson regards the Potter version as a most valuable method of 
delivery when done on the proper eases, at the right time, and by one 
who knows how. While agreeing that the Potter way of performing 
version and extraction is probably the best, because it combines all 
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the good points previously suggested for the performance of this op- 
eration, it is not hard to understand why the vast majority of obstetri- 
cians refuse to terminate most labors by a major operation. Never- 
theless, Potter has made a definite contribution in reviving the opera- 
tion of version and extraction. 

During the past year much has been written on the low or cervical 
cesarean section. DeLee’ reports 330 of these operations performed 
by various operators at the Chicago Lying-In Hospital. There were 
only 2 maternal deaths, one from peritonitis and the other from 
pneumonia. During the same period of time 136 classic cesarean see- 
tions were done by the same operators with 7 maternal deaths. DeLee 
claims the following points of superiority for the cervical operation 
(laparotrachelotomy) over the classic: a decidedly lower mortality, a 
decidedly lower primary morbidity, a greater guarantee against rup- 
ture of the uterus in subsequent pregnaney and labor, a greater guar- 
antee against intraperitoneal adhesions, fewer hernias, the permissi- 
bility to extend the indication for abdominal delivery to eases of 
neglected labor, even when infection is suspected, and the possibility 
of giving the parturient a real test of labor before coneluding that 
abdominal delivery is necessary. In another paper DeLee" points 
out the advantages of using local (infiltration) anesthesia for the 
cervical cesarean section. The method is described in detail and the 
results in 67 cases are analyzed. DeLee is of the opinion that loeal 
anesthesia is not only possible but should be the method of choice for 
all cesarean sections including the cervical. The dangers of acidosis 
and pneumonia are avoided and the postoperative recovery is smoother 
and quicker than that following general anesthesia. In heart, res- 
piratory, kidney and liver cases it is particularly valuable, indeed 
almost indispensable. 

Armitage’ reports 31 cervical cesarean sections with one death, 
while among 21 classic cesarean sections he lost 5 mothers. There are 
very few articles in the French literature on the cervical cesarean 
section. Fleurent'’’ reports 10 of these operations, of which 6 were 
‘‘unelean.’’ In two of the latter, forceps had been attempted before 
operation. One mother died (in the ‘‘unelean’’ series). In discussing 
this paper Hamm'*® mentioned that he had performed 18 of these 
operations with excellent results. In 16 of them he had used local 
anesthesia. 

Attention is again called by Greenhill’*! to a special group of 
women, most of whom require cesarean section. The typical patient 
in this group is a heavy-set woman with masculine and hyperpituitary 
characteristics. ler external measurements are usually large, but 
the available space in the pelvis is somewhat smaller than normal and 
her extremities are short. There may be a family history of dystocia 
and the patient’s own history may indicate abnormalities in the sex 
life. The patient usually goes beyond term, and the fetal head, which 
is hard and in an oeceiput posterior position, remains high even after 
many hours of labor. The membranes often rupture before the onset 
of pains and the latter are usually irregular. When delivery is at- 
tempted from below, the result is often disastrous to the child and 
injurious to the mother. In view of this danger it is advisable to do 
a cesarean section to deliver a living and uninjured child. Since 
many of these cases are not recognized until after a long test of labor, 


it 
( 
\ 
‘ 
{ 


REVIEWS AND ABSTRACTS 5 


w 


it is hazardous to perform a classic cesarean section; hence the 
cervical operation should be done. 

A study of three sears from human uteri and uterine sears of preg- 
nant guinea pigs leads Schwartz and Paddock'™ to conelude that the 
most important thing in the technic of elective cesarean section is to 
obtain good wound approximation with a minimum of suturing and 
with as little tension on the sutures as possible. 


Schmidt'** reports 11 hebosteotomies with one maternal and two 
fetal deaths, and 23 symphyseotomies with 3 maternal and 3 fetal 
deaths. From a review of the literature on hebosteotomy, Le Lorier'** 
comes to the conclusion that the subcutaneous operation is superior 
to the open operations. The results are the same for both subeutane- 
ous hebosteotomy and subcutaneous symphyseotomy. From a similar 
review of the literature, Rossier'*’ concludes that the following are 
the proper indications for pelviotomy (symphyseotomy and_ hebosteot- 
omy): (1) contracted pelvis; (2) excessive size of the baby with non- 
engagement of the head or lack of progress in a normal pelvis; (3) 
slow dilatation of the cervix after rupture of the membranes, no prog- 
ress in dilatation for three hours, or when after dilatation the head 
does not progress after two hours of good pains; (4) persistent defee- 
tive cephalic presentation, such as face presentation and asynelitism. 

Were obstetricians to perform pelviotomy for the above indications, 
the number of such operations would be enormous and the results 
dubious. In this country very few pubiotomies are performed because 
most obstetricians prefer to do cesarean sections. When a patient 
has been in labor a long time, especially after rupture of the mem- 
branes and vaginal examinations, the cervical cesarean section should 
be done because the classic operation is fraught with danger in these 
eases. Where there is frank infection, 4 subcutaneous pelviotomy 
may be performed; but a Porro operation or a craniotomy may be 
preferable, depending upon the conditions present. 

Uterine Hemorrhage.—A new diagnostic sign of placental separa- 
tion is described by Klein.’*° The sign is elicited by asking the patient 
to press downward as if she were defecating. If the umbilical cord 
descends and remains at its point of descent after the woman ceases 
to bear down, the placenta has separated. If the cord moves back 
into the vagina when pressure is stopped, the placenta is still attached. 
This procedure is somewhat similar to the method described a few 
years ago by Baer,'** who utilizes increased abdominal pressure to 
expel the separated placenta. 

In a very elaborate monograph prepared for the German Gyneco- 
logical Congress held in Vienna last June, Stoeckel'** reviews not only 
the literature regarding postpartum hemorrhage but also analyzes 
971,487 labor cases about which he gained information through ques- 
tionnaires. The monograph is divided into two parts, that which con- 
cerns itself with the normal and that which relates to the pathologie 
third stage of labor. Stoeckel regards the third stage as normal when 
the placenta is separated by uterine activity alone and is expressed by 
abdominal pressure or by the Credé maneuver. The upper limit of 
blood loss is 500 ¢.c. Bleeding in the third stage is physiologie and a 
bloodless course is just as abnormal as a hemorrhage. The most cer- 
tain signs of complete separation of the placenta are changes in posi- 
tion and shape of the uterus. If the placenta does not separate in 
three to four hours it should be removed manually. Retention of the 
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separated placenta is due to mechanical or medicinal maltreatment of 
the uterus and to tubal corner placentas. Among the 971,487 labors, 
582 women died of hemorrhage (0.6 per cent) but only 0.28 per cent 
died of pure atony (hypotony is a better term). 
rupture of the uterus, placenta previa, ete. In 
atonie bleeding, hypophyseal preparations give 


The others died of 
the prophylaxis of 
unfavorable results 
(0.7 per cent hemorrhages). Massage is the best uterine stimulant. 
Manual removal of the placenta should be done earlier and more fre- 
quently than it has been done. The uterus should be investigated 
immediately for missing pieces of placenta; because the longer one 
waits the worse the prognosis. The mortality of those who employ 
uterovaginal tamponade for atony of the uterus is twice as great as 
the mortality of those who do not use this procedure. 


There are a number of statements in Stoeckel’s monograph which 
are at variance with the experience of some obstetricians. For exam- 
ple, the Jast sentence in the above abstract. It is certainly not uni- 
versal to have such bad results with uterovaginal tamponade unless 
the latter is not properly performed. In packing a uterus one must 
take every precaution to maintain asepsis for this is of the utmost 
importance. Many a man loses his head when he sees profuse bleed- 
ing and in his haste to check the bleeding disregards asepsis. Fur- 
thermore, the uterovaginal tract must be packed evenly and tightly 
to obtain the proper result. Exception may also be taken to the 
statement that hypophyseal preparations give unfavorable results in 
atonie bleeding. In many institutions where pituitrin is given after 
the delivery of the child, there has been a very definite decrease in 
the incidence of postpartum hemorrhage and manual removal of the 
placenta. In a clean hospital, particularly if it is a maternity and not 
a general hospital, an obstetrician need not wait three or four hours 
to remove a placenta manually ; but strict asepsis must be maintained. 
However, in the home or in a hospital of questionable cleanliness, 
where patients are delivered in rooms in which ‘‘pus ecases’’ are also 
treated, manual removal of the placenta is a most serious operation 
because of the great danger of infection. 

The retention of pieces of placenta in utero late in the puerperium 
is a most dangerous complication. Among 41 such eases at the 
Prague Clinic, the mortality was 27 per cent. Bevause of the serious- 
ness of placental remains, Wagner'*’ favors the Mojon-Gabaston 
method of turgescence of the placenta. In two-thirds of the eases, 
where pieces of the placenta were retained, there was no bleeding to 
indicate retention. Since even inspection of the placenta does not always 
reveal that pieces are missing, the author advocates Kiister’s milk 
test (injection of milk into the umbilical vein after delivery of the 
placenta). If there is any suspicion that placental tissue remains in 
the uterus, the latter must be explored without delay; for the reten- 
tion of placental tissue is far more dangerous than invasion of a 
recently emptied uterus. Pankow'*° is of the same opinion. 

The reviewer agrees with both authors but would like to emphasize 
that undue manipulation of the uterus before the placenta has sepa- 
rated, as well as the Credé maneuver, may cause not only severe 
hemorrhage but also retention of pieces of the placenta. Still greater 
damage can also be done, as evidenced by the experience of Kutter,’ 
who reports 3 cases of rupture of the uterus. One of these was due to 
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manual removal of the placenta, but the other two were due to fore- 
ible Credé expression. 

A paper containing very sound advice regarding the treatment of 
hemorrhage in the last trimester of pregnancy was written by Bur- 
gess.** This article is especially valuable for the general practitioner. 

The treatment of placenta previa must of necessity vary with cer- 
tain factors, such as the environment, the size of the baby, the amount 
of hemorrhage, the amount of cervical dilatation, and the skill of the 
obstetrician. In a study of 254 eases of placenta previa, Watson and 
Miller?** found that the best results for mother and child were obtained 
by the two extreme methods of treatment, namely, (1) conservative— 
no interference or only a minimum of it in the form of rupture of the 
membranes or using a vaginal pack, and (2) radical—in the form of 
cesarean section. It was in the cases treated by intermediate methods 
that the high mortality oceurred. The authors feel that the scope of 
cesarean section might legitimately be increased in order to diminish 
the present high maternal and fetal mortality. C. J. Miller,’** on the 
other hand, believes the argument that the fetal mortality in placenta 
previa will be markedly diminished by cesarean section is fallacious 
and, since this is so, any additional maternal risk for the sake of the 
child is unwarranted. 

C. J. Miller’s statement should not go unchallenged. At the Chi- 
cago Lying-In Hospital, 23 cases of placenta previa were delivered by 
cesarean section. All the babies were born alive and left the hospital 
in good condition except two. One of the latter was an anencephalie 
monster and the other was macerated. Both of these conditions could 
have been determined before operation by means of the x-ray as 
emphasized by Greenhill’** a few years ago, when he pointed out the 
association of fetal monsters with placenta previa. 

Ballhorn’*® found that 20 per cent of all patients who were tam- 
ponned at home, developed puerperal fever and in half of the cases 
the tampon was ineffectual in stopping hemorrhage. He found that 
cesarean section gave the best results. Houél and Jahier’ treated 
3 eases of placenta previa by the Simpson method, which consists in 
freeing the entire placenta from the uterine wall before delivering 
the child. One patient died. 

Williams'** gives a eritical analysis of his experience with prema- 
ture separation of the normally implanted placenta. Among 9000 
eases at the Johns Hopkins Hospital, premature separation of 
the placenta occurred 57 times, while placenta previa occurred 
64 times. The last 40 cases of premature separation of the pla- 
eenta are analyzed, and of these, one-quarter were under twenty 
years of age which is in contrast to placenta previa. Twenty-three of 
the 40 cases required operative assistance; among these were 10 cesa- 
rean sections, in all of which the uterus at the time of operation pre- 
sented the characteristic purplish-bluish metallic discoloration of its 
walls—the so-called uteroplacental apoplexy. Histologic examination 
showed intramuscular hemorrhage more pronounced in the outer layer 
of the uterine wall, hence the blood could not have been foreed into 
the muscularis as a result of increased intrauterine tension. There is 
nothing in Williams’ material to support the traumatic origin of 
premature separation of the placenta. No case of cesarean section 
showed marked twisting on its vertical axis. Williams says that, as far 
as he is aware, a case report of Polak, in which the cesarean section in- 
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cision lay near the insertion of one round ligament, is the only evidence 
adduced to support Morse’s contention that torsion of the uterus ean 
produce hemorrhagic lesions. Recently Greenhill’*® reported a case of 
uteroplacental apoplexy in which a Porro operation was performed. 
The uterine incision which had been made in the lower uterine seg- 
ment and lower part of the fundus was alongside of the left broad 
ligament; but the dextrorotation did not seem to have any connection 
with the pathologie condition. 

The majority of authors feel that toxemia of some kind is responsi- 
ble for most cases of premature separation of the placenta; but 
15 of Williams’ 37 patients who survived had 
uria at all during the puerperium. The exact etiology, ae- 
cording to Williams, is still unknown. If the cervix is fully 
dilated or dilatable, Williams advises that delivery should be 
promptly effected by the most conservative means. If the cervix is 
not fully dilated, the bleeding profuse or concealed, and the patient 
shows signs of excessive loss of blood, cesarean section 


no albumin- 


should be 
done. Supravaginal operation is necessary only if the uterus remains 
flabby. Phaneuf'’ reports two cases of uteroplacental apoplexy and 
reviews the literature. 


PUERPERIUM 


A number of papers appeared on the etiology and treatment of 
puerperal sepsis. Bigger and Fitzgibbon'! found that while certain 
cases of puerperal sepsis are due to staphylococci, B. coli and other 
bacteria, the majority are attributable to streptococci. The authors 
found streptococci in the vaginas of 68 per cent of the cases exam- 
ined, henee these bacteria may be regarded as belonging to the nor- 
mal flora. The commonest form of puerperal sepsis, that due to 
hemolytie streptococci, is caused by exogenous infection. Sepsis due 
to nonhemolytie streptococci is an endogenous infection of which the 
cause is the streptococcus of the vagina plus some unknown factor. 

DeLee! reports a case of puerperal peritonitis treated by lymphat- 
icostomy. Although the patient died, there was a definite improve- 
ment after the operation and DeLee feels that the amount of drainage 
which occurred indicates there is a future for this operation in eases 
of peritonitis. Desearpentries'*® praises highly the reinjection of the 
patient’s own hemolyzed blood for eases of puerperal sepsis. 

Although there have been some good results in the treatment of 
puerperal septicemia by means of the intravenous use of mereuro- 
chrome, Piper'* says that the results in general are most discourag- 
ing. He feels that there is some unknown factor which must be 
determined before we can successfully eradicate blood stream 
infeetion. 

It has been shown experimentally and clinically that aeroflavin, gen- 
tian violet, and mereurochrome in concentrations compatible with 
life, irritate the liver, kidney and heart and injure these organs. On 
the other hand, in the treatment of puerperal infection, Polak'® is of 
the opinion that blood transfusions in quantities of from 200 to 300 
e.c. typed and matched, are indicated. 

The experience of Piper and Polak is the experience of most obstet- 
ricians, for intravenous medication in puerperal sepsis has not only 
done practically no good but has in several instances caused harm. 
The less that is done to a patient with puerperal sepsis, the better her 
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chances for recovery. The important thing is to build up the patient’s 
resistance by fresh air, sunlight (including the use of quartz and 
other lamps), appetizing nourishment, tonics, ete. If pus is present, 
drainage should be secured. The uterus should not be invaded unless 
there is hemorrhage. Blood transfusion. is a very valuable aid but 
should be used with caution, 

Ott'*® recommends that the vagina be disinfected in all labor eases. 
Usually this is a dangerous procedure; but in long labors, especially 
where there is intrapartum fever, it may help to flush the vagina with 
mercurochrome a number of times during labor. 


NEWBORN 


By improving and changing somewhat the Abderhalden pregnancy 
reaction, Liittge and v. Mertz'** last vear sought to determine the sex 
of the fetus in utero. They found that testis extract produced a 
reaction in the blood of women who gave birth to boys. Sehmidt- 
Ott'® verified this work and was able to determine the sex correctly 
before birth in 90 per cent of the cases. 

While the older authors believe that nearly every newborn devel- 
oped jaundice, it is now known that the number of babies showing 
icterus has considerably diminished, due to the modern conception of 
the principles of asepsis and the better care of the newborn. Hilgen- 
berg'*® found that, at the Marburg Clinic, 68 per cent of the newborn 
developed icterus. Operative deliveries were found to favor the 
occurrence of jaundice. 

The last statement is true but does not apply to cesarean sections, 
for not many babies born by cesarean section have jaundice, unless the 
operation is done after a long labor. Babies born after long hard 
labors show jaundice, regardless of whether delivery was spontane- 
ous or operative. 

In an editorial’ on the production of congenital and hereditary 
malformations through irradiation, the conclusion is reached that the 
actual danger of developmental defects from irradiation of child- 
bearing women is not so great as to represent a contraindication to 
this form of therapy for conditions in whieh it is seriously needed; 
but the potential danger is real enough to discourage irradiation when 
the indications for its use are not urgent or when the prospeets of 
actual benefit are at all doubtful. 

MeCandlish,'*! who studied an epidemic of 224 cases of impetigo in 
the newborn, believes that this condition and exfoliative dermatitis 
are the same disease and are due to the Staphylococcus aureus. This 
infectious disease is also contagious and has a self-limiting course 
with a tendeney toward spontaneous recovery. Mellon, Caldwell, and 
Winans’ attempt to show that the breast milk of certain mothers 
may contain large numbers of Staphylococcus aureus, thus constitut- 
ing a possible source of infection for the newborn. The authors 
believe that the evidence submitted is at least presumptive that cer- 
tain outbreaks of pemphigus neonatorum are traceable to an initial 
case infected by the mother’s milk. Cannot the child infeet the 
mother? 

Grulee’® feels that the best treatment for intracranial hemorrhage 
is absolute quiet and rest because the damage is done before any 
measures of relief can be of value. Sharpe and Maclaire,’** however, 
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believe that early lumbar puncture, as both a diagnostic and thera- 
peutic measure, is of great benefit. 

In a collective review, Ehrenfest’® analyzes the new information 
gained during the last three years concerning the causation and 
sequelae of intracranial birth lesions. He emphasizes that approxi- 
mately one-half of all infants, either stillborn or dying within the 
first few days of life, at autopsy reveal some sort of laceration of the 
dura mater or more particularly the tentorium. Hence, we should 
consider with greater concern every artificial method of hastening the 
expulsion of the fetus, especially if we know it to be premature. 
Haste of any kind may imply a risk to the child far greater than the 
possible benefit the quicker delivery is expected to offer to it. 
Berberich'® experimentally produced typical cephalhematomas and 
intracranial hemorrhages by applying a suction apparatus to the head 
of newborn animals. The brain changes were exactly like those found 
by Sehwartz'’ in 65 per cent of newborn babies and offer more con- 
firmation of the injury which oeeurs during labor, normal as well as 
pathologie. 

Among 81 eases of pyelitis in pregnant women studied by 
Naujoks,'® one-third of the babies were lost. The causes of fetal 
death may be the production of uterine contractions by the toxins 
and fever or direct injury to the fetus in utero, by bacteria and toxins. 

From a study of 450 autopsies on newborn babies, Adair’ con- 
eludes that in order to reduce the loss of fetal life we must furnish 
proper prenatal care, must conduct labor to lessen fetal trauma, and 
must so conduct the postnatal stage that the newborn infant is sub- 
jected to a minimum of exposure and the least possibility of infee- 
tion. An analysis of 500 autopsies on stillborn and newborn babies 
by Johnson and Meyer'’® showed that 19.4 per cent had pneumonia 
and that 13.6 per cent were probably infected before birth. The 
great majority of these cases were probably due to aspiration of in- 
fected amniotic fluid following infection of the amniotic sae after 
premature rupture of the membranes. The danger of this infection 
was disproportionately greater for the child than for the mother. 

During the last three years a number of articles have appeared 
hailing lobelin as a sovereign remedy for the treatment of fetal 
asphyxia. However, Jacobi and Walbaum' and also Mennet*® show 
definitely that this drug is dangerous at times. 

Plass and Matthews'** found that the amino acid nitrogen is con- 
stantly higher in the fetal whole blood and plasma than in the mater- 
nal samples. The amino acids which are probably necessary for the 
synthesis of proteins in the fetal organism thus behave as do the 
other constituents which are essential to growth (ealeium and inor- 
ganie phosphates). The fetal whole blood and plasma were also found 
to contain more total nonprotein nitrogen than the maternal speci- 
mens. The urea and uric acid in the maternal and fetal blood were 
equal. 

PLACENTA 


Wehefritz'* studied the proteins of the placenta in various stages 
of development and found that the protein molecules show distinct 
progressive changes with the inereasing age of the placenta, which 
may be interpreted as being due to senility. The membranes of 50 
labor cases were studied by Belosor’®® who found that hyalin change 
in the amnion is a physiologic process which makes it easy for the 
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amnion to tear during labor. In the eases where the amnion is born 
with the fetus, the hyalin change is only mild and accounts for the 
nonrupture of the membrane. 


MISCELLANEOUS 


The justification for the prenatal care of the pregnant woman is 
what it will do for both mother and child. Polak’ studied 3000 
eases of pregnancy and labor and found that the less prenatal care 
the mothers received, the higher was the infant mortality. He out- 
lines the chief points in prenatal care. According to Eichel'*? the 
prevention of death in childbirth depends upon (1) education of the 
public to the necessity for competent prenatal care and to the grave 
dangers of criminal abortion; (2) suppression of the criminal abor- 
tionist; (3) adequate hospital facilities for the poor and those of 
moderate means; (4) measures to make available expert obstetric 
advice for physicians in rural districts; (5) elevation of the standards 
of obstetrie training and practice; (6) extreme aseptic precautions in 
the eare of the patient, and (7) elinical, pathologie and statistic re- 
search to discover facts at present unknown and to discover the 
routes of puerperal infection. 

Mosher'®® takes up the question of reducing the maternal death 
rate in Missouri and proposes the following: (1) to begin a campaign 
of education of the profession, a postgraduate drill in the diagnosis 
and management of pregnancy and labor; (2) to have a new curricu- 
lum of obstetries which shall be more or less standardized; (3) to 
reach the secretaries of the state medical societies and through them 
the secretaries of the county medical societies to urge their members 
to stress the subject of obstetrics at their meetings. Morris,’ who 
writes about conditions in Australia, agrees essentially with the above 
authors. Flint!7° is of the opinion that the most important factor 
which will produce improvement in maternity statistics is the better 
edueation of the undergraduate student. If the practice of obstetrics 
were invested with greater dignity and were better paid, more able 
men would be attracted to this branch of medicine. Flint believes 
that infection occurs most frequently in private practice and in gen- 
eral hospitals and least frequently in a special maternity hospital. 
Less operating and more conservatism is the outstanding remedy 
for the present high mortality. 


It is emphasized by Rowland‘! that obstetrics occupies at least 
30 per cent of the time of the general practitioner and yet only 4 per 
cent of the total number of hours in the medical school curriculum 
are allotted to its teaching. To devote less than 15 per cent of 
the time of the last two years to obstetrics is a monumental mistake. 

A number of reports have appeared in which the results of obstet- 
rie practice are analyzed. Stone and Sisson’ review the work done 
at the Johns Hopkins Hospital and also outline a very useful schema 
for the ready indexing of obstetric records. Hibben’** surveys the 
results of the eity of Pasadena, California. Kennedy, Strean, and 
Harries'** give the results at the Chicago Lying-In Hospital during the 
years 1918-1925, while Fitzgibbon, Corbet and Falkiner’ analyze the 
results at the Rotunda Lying-In Hospital. Tottenham?” in his report, 
reviews the maternal mortality in a number of American hospitals. 
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Correspondence 


To the Editor: 

The following account of a visit to Prof. Stroganoff in Leningrad and to*Moseow 
in September, 1925, may be of interest to the readers of the Journal. The purpose 
was twofold: to visit Prof. Stroganoff’s clinie in Leningrad, and to learn something 
of the Soviet’s program for maternal and infant care. To the clear statement of 
these purposes and to the efforts of Prof. Stroganoff we owed our visé, the procuring 
of which, however, was a most difficult task, for permission to enter Russia is 
granted only for very detinite reasons. This letter is not a discussion of polities, 
nor of the so-called dangers of travel in the U. S. S. R. Everywhere we received 
most courteous treatment. We should like to go again. 

We spent four days in Leningrad. Prof. Stroganoff gave us the greater part of 
two working days. He is in charge of the Obstetric Division of the State (formerly 
the Imperial) Institute for Obstetrics and Gynecology. It is situated across the 
Neva, in the Vasily Ostrov district of the city, opposite the University, and but a 
short distance from the former Winter Palace. It is in its own grounds with a high 
iron fence, and it seemed a haven of rest from the city outside. Everyone upon en- 
tering must lay aside wraps and coats, and put on a long clean white gown. It is an 
excellent building, erected ten years ago at a cost of $2,500,000, with wide corridors, 
tiled floors throughout, and an abundance of light and air. It is scrupulously clean 
and modern in every way. At the head of the wide marble stairway facing the en- 
trance is the statute of Dr. Ott, who has been the moving spirit of the institution. 
The hospital has apparently suffered little deterioration (though some is evident), 
is well staffed and managed, and - planned on a most elaborate seale. 
It is a postgraduate institution for doctors and has a school for midwives, Dr. 
Stroganoff has about 150 beds on his service. According to the rules, every doctor 
doing work in obstetrics here takes a bath before entering the department. There 
are two delivery units, used on alternate days. Delivery takes place on the beds in 
the labor-delivery rooms, and normal eases are cared for by the midwives. Private 
rooms are about $1.00 per day. Dr. Stroganoff lives in the hospital grounds; his 
wife, also a physician, works in the same institution. He invited us to his apart- 
ments and we were most interested to study the man himself. He is a gentleman of 
the old school, apparently between sixty and seventy years of age. It has been more 
difficult for him to adjust himself to changed eonditions than for the younger men 
of his staff. All, without exception, expressed admiration for the Soviet program 
for maternal and infant care, and said that we could find out all about it in Lenin- 
erad, without going to Moscow. 

He was proud that a doctor should come so far to see him and his world-famed 
work, for few indeed come these days, and (as a matter of facet) few Americans 
ever made the long journey in the old days. He was most happy and enthusiastic 
and keenly interested in America. * * * * Tneidentally, he was much amused by 
the inquiry from this country as well as from England, whether he was still alive. 
He speaks a little German and English. * * * One of his assistants stated that 
his salary from the State was about $100 a month, and that he received some extra 
from private work, though very little. 

Naturally we were most interested in his treatment of eclampsia and his results. 
We had the rare opportunity of seeing him treat a ease. He elaborated his treat- 
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ment in 1897, and published his method in a Russian journal in 1899. As far as I 
have searched in American literature, nowhere have I found his complete technic, 
note, I say complete. His fundamental idea is, stop the fits. The greater the num- 
ber of fits, the higher the mortality. Formerly, he considered eclampsia a contagious 
disease; his present theory is that it is of placental origin, the syncytial cells pro- 
dueing antibodies or themselves breaking dow: into toxins. The sequence of events 
is: the toxins (whatever their origin) irritate the nervous system, particularly the 
vasomotor, which is especially susceptible during pregnancy; the result is blood vessel 
spasm with increased blood pressure, headache, eye symptoms, epigastric pain, con- 
vulsions, with loss of consciousness. The quality and quantity of the toxins and the 
degree of irritability of the nervous system determine the severity of the reaction. 
In the vast majority of cases eclampsia is a self-limited disease. His treatment tries 
to: (1) lessen the toxins in the blood by the administration of fluid, by the produe- 
tion of perspiration, and by venesection; (2) lessen the irritability of the nervous 
system by the prevention of irritation, and by the use of narcotics, morphine, chloral 
hydrate and chloroform (all used more or less haphazardly for fifty years). These 
reduce vessel spasm, convulsions and headache; lessen pain; dilate vessels; (3) main- 
tain body functions. 

He has treated 900 cases of eclampsia, the last 300 by his ‘‘improved method."’ 
In these last 300 cases he has had eight deaths, a maternal mortality of 2.6 per cent, 
and of these four were moribund on admission. Among these 300 eases his fetal 
mortality was 16 per cent. During the last year he has had 50 eases with two 
deaths, one moribund on admission and one dying of hemorrhage into the fourth 
ventricle. He has treated 25 cases by consultation over the telephone, and hopes 
to treat a case by radio! He expressed regret that his method (not some ‘‘ modified 
Stroganoff,’’ for, he asks, what valid reason has one to modify it?) had not been 
thoroughly and strictly carried out in this country, for he feels that our mortality 
could be lowered materially. He is very insistent that to get proper results with his 
treatment the teehnic must be adhered to very rigidly. 
his clinic was very well worth while. 


Our visit with him and to 


Armed with a letter to the ‘‘Narkomsdraw’’ and a personal note to Mme. 
Kamanev we traveled to Moscow to learn something of the Soviet program for mater- 
nal and infant care. Soviet Russia proper, including most of Asiatic Russia, but 
not White Russia and the Ukraine, has a population of 96,500,000, nearly 90 per 
cent rural, with a density of 4.8 per square kilometer. There is an illiteracy of prob- 
ably over 80 per cent, and a peasant class, poor, ignorant, superstitious, hostile and 
suspicious, serfs till sixty odd years ago. Among the mass of the people pregnancy, 
childbearing, and childrearing have little changed since Peter’s time or before. The 
problems of maternal and infant care, under such conditions (particularly rural), 
are very great. The task is staggering. The department having it in charge real- 
izes the situation very clearly and has apparently worked at the problem along three 
lines, the last two representing definite changes of policy. First was the establish- 
ment of dispensaries (consultations) and nurseries. The mothers must be instructed, 
the milk guarded, and an intensive propaganda for infant care started. From 1917 
to 1924 nurseries increased from 14 to 510; children’s dispensaries from 6 to 262; 
dispensaries for pregnant women from none to 159; village dispensaries from none 
to 117. In 1925, one hundred and twenty-five new dispensaries (consultations) were 
established in cities and towns, 120 in rural districts; 137 new nurseries were also 
established. Special emphasis is placed upon summer nurseries in the villages for 
the mothers working in the fields. Their number increased from 125 in 1922 to 524 
in 1924. In the province of Samara during two months in the summer of 1925, two 
thousand children passed through such nurseries. 


The goal is to make the consulta- 
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tions the center of ‘‘healing, prevention and education’’—by word of mouth, litera- 
ture, leaflets, pamphlets, ete. In 1924, one million three hundred and fifty thousand 
propaganda cards for maternal and infant care and 80,000 colored posters were dis- 
tributed. Nowhere in the world is there anything like them. 

The second line of endeavor has been the shifting of the emphasis of service to the 
masses, from the city to the country. This began in 1922. Facilities for childbirth 
and childeare are very primitive in the rural districts. Instead of one obstetric bed 
for each 1,500 of population (which they figure is the proper ratio), there is only 
one for each 4,500. Village dispensaries are without physicians, scales or exhibits. 
There are not enough doctors and trained midwives. Funds have not been available, 
and penetration into the villages and the country has been extremely slow. 

Thirdly and most recently the attempt has been made to enlist the help and inter- 
est of the local workers’ organizations and the communities themselves, especially 
the cooperative societies and the mutual aid committees, asking for financial aid and 
for space in the cooperative stores for articles for mother and child. The large in- 
dustrial companies have done some very good work for mothers and their babies, 
among their workers and in their communities. 

It is frankly admitted that, strictly speaking, little has been accomplished. They 
say, ‘‘ At least we are trying to do something. What can be accomplished at such a 
task in eight years (really about half that)? Give us time and a chance.’’ 

The Department of Maternal and Infant Welfare maintains the following types 
of institutions: maternity hospitals and wards, homes for mother and child, homes 
for children under one year, homes for children one to three years, consultations for 
pregnant women, consultations for babies, day nurseries (including summer nur- 
series) and legal consultations. 

Our contact with this phase of public health work (maternal and infant welfare) 
was made through a Dr. Mark Scheftel, graduate of the University of Karkov, stu- 
dent of law three years at the Sorbonne in Paris, student of medicine five years in 
Rome, speaking Russian, German, French, and Italian. He had spent some time in 
prison before the Revolution because of his political views, is an ardent communist 
and is happy to work and receive $96 a month. We met the Peopie’s Commissar of 
Health, Dr. N. A. Semashko, and his assistant, Dr. Solovief.' This Commissariat of 
Health (known as the ‘‘Narkomsdraw’’) has at least seventeen departments. The 
Dr. Scheftel mentitoned is chief of the department dealing with public health relations 
with other countries. There is a Russian Public Health Service and representatives 
in Franee, England, Germany, Italy, Switzerland, Austria, and the United States. 
The Department of Maternal and Infant Welfare is in charge of Dr. Lebedeva, a 
woman physician. She was not in Moscow when we were there. We visited a home 
for mothers and babies, a communistic idea, free for two months before and two 
months after birth with one week in a maternity hospital or ward for delivery. 
Many cases of illegitimacy are in such homes. Two months postpartum the mother 
may go out and work and thus contribute to the support of herself and child; the 
care is otherwise, of course, free. In the dispensaries for consultations for pregnant 
women effort is made to register the mothers in the fifth month, and they are given 
a course of six lectures. 

The most interesting institution that we visited in Moscow was the Central In- 
stitute for Mother and Infant Welfare. This was formerly the Foundling Hospital, 
founded by Empress Catherine in 1763 and maintained through the succeeding mon- 
archies by the sale of playing cards, which was made a government monoply. It is 
an enormous place, formerly accommodating 2,500 infants. Its gardens and grounds 
appear rather shabby. It has been made into an institution for the graduate instruc- 
tion of physicians in obstetrics and pediatrics, and a school for midwives and for 
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nurses, each of these two latter courses lasting two and a half years. The attend- 
ance when we were there was about 150 doctors, and about 250 midwives and nurses 
each. There are 100 obstetric beds, 50 eribs in the day nursery, and places for 450 
well and sick (no infections) babies which are admitted only if suitable for scien- 
tific or teaching purposes, We were conducted about by the assistant director, a Dr. 
Baron, graduate of the famous university at Dorpat in Esthonia (at that time a 
part of Russia). The buildings are mostly old (we saw very little new building in 
Russia), but spotlessly clean, in perfect order and well managed. There is a scien 


tifically organized milk kitchen, a rather small laboratory, and a moderate sized 


library (rather in confusion) with many foreign journals. They have their own 
journal, Zur Erlehrung dev Psychologie, Pathologie und Physiologie des Kindes. 
Here also was a most complete exhibit of the history of breast feeding, beginning 
with Romulus and Remus; also a large display of posters and a number of life-sized 
wax figures. Here doctors, nurses and midwives are trained in maternal and infant 
welfare for Soviet Russia. 3ut they are trained in other things than science. Let 
me quote from a report of the department: ‘* Welfare courses for physicians, mid 
wives and nurses in general social practice, for political education of backward 
women, explaining how the Soviet regime improves the status of the working woman, 
so that they become accustomed to giving talks, addressing meetings, managing ex 
cursions, working with delegates.’’ Here in 1924 were thus trained 97 physicians, 67 
midwives and 45 social workers. 

In closing I want to make one thing very clear. Whatever I have said about this 
work of Soviet Russia, do not for a single moment conclude that T harbor any delu 
sions about the Bolshevik government and its rather wearisome political propaganda. 
It is a most powerful political machine, that now exercises a despotism as relentless 
and widespread as ever existed under the ezars. But, whatever may be the methods 
ot the Soviets, however much we may imagine that they menace the peace, order and 
safety of the civilized world, and however great may be the mockery of their com- 
munistie freedom, nevertheless they are trying to do something for the common 
woman of Russia and her child, for whom little enough has been done for two hun- 
dred years. Doubtless much is on paper only; much is just hope and dream.  Pos- 
sibly they showed us only what they wanted us to see, but that of its kind was good 
and clean and direeted by educated and interested men whom I deem it a_ privilege 
to have met. They are deadly in earnest about it all. Some day, I believe, great 
things are going to come out of Russia. 

S. B. BLAKELY, M.D. 

BINGHAMTON, N. Y. 


February 25, 1926. 


Erratum 


Issue of March, 1926, p. 420. In the discussion by Dr. P. B. Salatich, 
at a meeting of the New Orleans Obstetrical and Gynecological So- 
ciety, on the delivery of the fetus in an abdominal pregnaney by 
colpotomy, the following sentence was inadvertently omitted :—‘‘I 
need not remind you that this was many vears ago.’’ Correction of 
the error is herewith made, as Dr. Salatich is naturally averse to ap- 
pearing as an advoeate of such procedure. 


A 


INDEX TO VOLUME XI 


AUTHORS INDEX 


A 


AUBERTIN, C. Pernicious anemia of 
pregnancy, (Abst.), 728 
Avites, M., (WITH MONCKEBERG, C.). 
The histopathology of syphilitic 
placentae and its clinical im- 

portance, (Abst.), 280 


B 


Bases, A., (WITH DANIEL, C.). 
of xanthoma of the 
tube, (Abst.), 141 

3ALDWIN, J. F. Hysterectomy in cer- 
tain cases of pulmonary tuber- 
culosis; particularly as an al- 
ternative for therapeutic abor- 
tion, (Abst.), 724 

BARNEY, W. R. Report of a case of 
separation of the dorsal verte- 
brae in podalie version and ex- 
traction, 116 


A study 
uterine 


BATHE. The Sachs-Georgi flocculation 
reaction in pregnancy, (Abst.), 
278 

BAUMANN. Death from _ scopolamine, 


(Abst.), 437 

BEAKE, M., (WITH RIECHART, P.). The 
study of the effect of ether 
analgesia on the isoagglutinins 
of human blood, 568 

BECERRO DE BENGOA, R. Gynecologic 
surgery of cysts included in the 
iliopelvic mesentery, (Abst.), 
142 

BELDING, D. L. Notes on the etiology 
and epidemiology of impetigo 
contagiosa neonatorum, 70 

BELL, J. W. Supernumerary breast near 
labium, 507 

BERARD, L., AND DUNET,C. Cysts of the 
Bartholin gland, (Abst.), 135 

BERKOFF, (WITH BYRON, C. S.). The in- 
cidence and end-results of car- 
cinoma of the ovary at the 
Woman’s Hospital, 559 

BERREY, IVAN C., (WITH PACK, GEORGE 
T.). Janiceps asymmetros, with 
the report of a case, 779 

BLAND, P. B. Infant, injuries of the, 
during delivery, 477, 529 

BLAND-SuTTON, J. The habits (ecology) 
of tumors, (Abst.), 136 

Borge, O. A. Conservative myoma oper- 

ations during pregnancy, 

(Abst.), 73 

A ease of icterus gravidarum, 

(Abst.), 730 

30WING, H. H. Surgery, radium and 
roentgen rays in the treatment 
of carcinoma of the cervix, 400 


BOREEL. 


Brown, J. H., (WwitH Harris, J. W.). 
A method of obtaining vaginal 
secretion for bacteriologie ex- 
amination without the possi- 
bility of vulval contamination, 
497 
On the influence of pregnancy 
on the Wassermann reaction 
and on the clinical manifesta- 
tions of syphilis, (Abst.), 278 
BULLARD, E, A. <A study of end-results 
of operations for uterine pro- 
lapse at the Woman’s Hospital, 
1915-1925, 623, 688 
Byron, C. S., AND BERKOFF, H. A. The 
incidence and end-results of 
arcinoma of the ovary at the 
Woman’s Hospital, 559 


BROWNE. 


Cc 


CAPPER, A. The relation of the endo- 
erine system to pregnancy, (Col- 
lective Review), 269 

CARTER, PHILIPS J. The vomiting of 
pregnancy, its causation and its 
treatment by ovarian extract, 
823, 866 

CASWELL, C. E. Pregnancy in the re- 
maining horn of a uterus didel- 
phys after torsion and partial 
hysterectomy, 853 

CHARLTON, H. R. Congenital hernia at 
the linea alba, 103, 120 

CHERRY, T. H. The relation of blood 
sedimentation to pelvic dis- 
orders, 105 

CHRISTOPHER, F. Large fibromyoma of 
cervix, 668 

CLARK, E. D. Report of a case of 
mesenteric cyst, 238, 267 

CLEISz, L. Therapeutie indications in 
pulmonary tuberculosis asso- 
ciated with pregnancy, (Abst.), 
721 

CLEMENT, (WITH DUJOL). Obstetrical 
anesthesia produced by somni- 
fene, (Abst.), 436 

COLLIN, R., (WITH FRUHINSHOLZ, A.). 
A ease of acute tuberculosis 
(meningitie and hypophyseal) 
at the beginning of gestation, 
(Abst.), 726 

CORSCADEN, JAMES A. The radiother- 
apeutic menopause: its signifi- 
cance and management, 803, 856 

COTTE AND CRYSSEL. Myomectomy dur- 
ing pregnancy, (Abst.), 734 

COUVELAIRE, M. A. The future of chil- 
dren born of women with pulmo- 
nary tuberculosis, (Abst.), 723 


885 


4 


S86 AUTHORS 


Cron, R. S. 
report 


Chancre of the cervix, with 

of two 

The incidence of glycosuria dur- 

ing pregnaney, (Abst.), 727 
(WITH COTTE). Myomectomy 

during pregnaney, (Abst.), 734 


cases, 


CROOK. 


(CRYSSEL, 


D 


DANFORTH, W. C.  Obstetrie anesthesia 
and analgesia, (Abst.), 454 

DANIEL, C., AND BABES, A. A study of 
xanthoma of the uterine tube 
(salpingitis xanthomatosa ), 
(Abst.), 141 

DANNKEUTHER, W. T. Extrameatal pro- 

lapse of the urethra with the 

report of a case having an acute 

onset, 468, 522 

H. L. Torsion of 
fallopian tube, 368 

Davies, J. C. Labor complicated by 
malignant growth, (Abst.), 735 

Davis, A. B. President’s address: 
American Association of Obstet- 


DARNER, the normal 


ricians, Gynecologists and Ab- 
dominal Surgeons, Thirty- 


eighth annual 
IRENE, (WITH 
The treatment 
abortion, 577 
DAX, (WITH DUVERGY). 
in 


meeting, 147 
HERZSTEIN, J.). 
ot 


DAVIS, 
incomplete 


Pyelonephritis 

pregnancy, (Abst.), 730 

Despre, R. Prevention of tuberculosis in 

the newborn, (Abst.), 725 

L. A. Full-term extrauterine 

pregnancy, with report of three 

eases, 395, 420 

DELMAS, P., AND RouME, A. Obstetri- 
eal anesthesia by means of the 


DEDovx, 


ureie compounds, (Abst.), 436 
Dickinson, L. Sterility-fertility 
studies in animals and _ their 


bearing on human problems, 51 
DirtricH. Collective statistics the 
treatment of febrile abortion, 
(Abst.), 553 
W. E. Sarcoma of the fallopian 
tube, (Abst.), 138 
Dorsett, L. The intramuscular injee 
tion of magnesium sulphate for 
the control of convulsions i 
eclampsia, 227 


227, 262 
DowNninG, W. L. Intraperitoneal hemor- 
rhage complicating abortion, 503 
Draper, J. W., AND Struppirorp, W. E. 
Report of a case of actinomyco- 
of the tubes and 
605, 701 
AND CLEMENT. 


on 


Dopp, 


in 


Sis ovaries, 


DuJoL Obstetrical anes- 


thesia produced by somnifene, 
(Abst.), 436 

DUNCAN, E. E., (with STANDER, H. J., 
AND SISSON, W. E.). Heart 


output 
DUNHAM, 
in 


8335 


44 
puncture 
injuries, 


during 
BERMAN 
intracranial 


pregnaney, 
Cistern 
birth 


INDEX 


Duryea, G. D., (WITH Souter, M, C.). 
Posttransfusion — reactions. A 
review of 190 transfusions per- 
formed at the Woman’s Hos. 
pital, New York City, 569 

DUTZMANN, M. Simultaneous abortion 

and sterilization, (Abst.), 724 

AND Dax.  Pyelonephritis in 

pregnancy, (Abst.), 730 


LD 


DUVERGY 


RASTMAN, N. J. Spontaneous rupture 
of the uterus in labor following 
Sturmdorf tracheloplasty, 
W. P., (WITH WITTER, M. 8.). 
Postoperative leucocytosis, 555 
Emery, C. W. A. Early pregnancy and 
epitheliomas, (Abst.), 733 


ELLIOT, 


ERDMANN, J. F. Diverticulitis of the 
colon, 609, 6S2 
EyMer, H. The value of the life of 
the unborn in_ obstetries, 
(Ahbst.), 547 
F 
Farrar, (WIth Warp, Gro. G.). The 


radium treatment of 
uteri, 439 

Favent, F. A. Blood pressure and 
urinary findings in 100 cases of 
normal pregnancies, 633, 693 

FAVREAU, M., AND QUERRIOUX, F. Ges- 
tation and nephrectomy for 
renal tuberculosis, (Abst.), 725 

FEUILLADE, (WITH FRUHINSHOLZ). Gen 
ital tuberculosis and pregnancy, 
(Abst.), 725 

FINDLEY, P. Precancerous lesions of the 

uterus, 450, 519 

Profeta’s immunity, (Abst.), 

283 

Fisuer, A. O., (WITIL Royston, G. D.). 
Appendicitis in pregnancy, 184, 


carcinoma 


FISCHL. 


247 

FowLer, W. A. The relation of the 
physiology and mechanics to 
the management of labor, 212, 
256 

FRANK, BR. T. New books, (Collective 
Review), 122 

FRANKE. Labor under hypnosis for the 
clinical physician, (Abst.), 435 


FRANQUE VON, O. Basie principles in 
the technie of cleaning out 
abortions, (Abst.), 550 

Frey. Prognosis of heart disease in 
pregnaney, (Abst.), 72 


FROMMER, E. M. The differential diag- 
nosis of ectopie pregnancy, 


(Collective Review), 423 

FrUWINSHIOLZ, A., AND COLLIN, R. A 
case of acute tuberculosis (men- 
ingitie and hypophyseal) at the 
beginning of gestation, (Abst.), 
726 

FrUUINSHOLZ AND 
tubereulosis 
(Abst.), 725 


FEUILLADE. 
and 


Genital 
pregnaney, 


4 
‘ 
| 
h 


AUTHORS 


G 

GeEMMEL. Menstruation and pregnancy in 
Hodgkin’s disease, (Abst.), 728 
A. H., dr. The 


GLADDEN, conduct of 


labor after cesarean section, 
642, 69S 
GOETHALS, T. R., (WITH IRVING, F. C.). 


Elimination of the second stage 
of labor breech  presenta- 
tions, SO 
Management of 
(Abst.), 552 
GoTTING, FE. A eontribution to the man 
agement of abortions, (Abst.), 
551 
GrABICH, F. Active or 
treatment of 
(Abst.), 533 
Gracco, F. H., (WITH MALONEY, W. 
M.). Pyelitis as a postopera- 
tive complication, 579 
GREENHILL, J. P. The obstetric 
ture of 1925, 708, 869 


GOKDON. abortion, 


conservative 


septic abortion, 


litera 


H 


HALSTED AND WILENS., 


urologic 


The need for a 
department every 
gynecologic clinic, 702 
HANNAH, C. R. The prevention of still- 

births, 251, 263 
HAkRDING, V. AND VAN WYCK, H. B. 
The use of fluids in the treat- 
ment of hyperemesis gravi- 
darum, 1] 
Rectal ether analgesia in child 
birth, (Abst.), 488 
Harkis, H. A. Phoecomelus with con- 
genital cystic elephantiasis, 767 
HaArkis, J. W., AND Brown, J. H. A 
method of obtaining vaginal se 
cretion for baeteriologie exami 
nation without the possibility 
of vulval contamination, 497 
N. Ethylene in obstetrics, 
(Abst.), 437 
HEBERT, J. S.A critical analysis of 250 
prenatal charts, 587 
Two cases” of 
(Abst.), 554 
HELLENDALL. Supravaginal amputation 
of the uterus in severe post- 
abortive bleeding, (Abst.), 554 
HENKARD, E. Quinine therapy in febrile 
abortions, (Abst.), 554 
Heart disease in relation to 
marriage and_ pregnancy, 
(Abst.), 720 
HERTZLER, A. E. An inquiry into the 
nature of chronic appendicitis, 
155, 247 
HERZSTEIN, J., AND DAVIS, IRENE. 
treatment of 
tion, 577 
3acterial infection of the 
urinary traet complicating preg- 
nancy the puerperium, 
(Abst.), 751 


HAKKAR. 


HEANEY, 


HEIM, physometra, 


HERRICK. 


The 


incomplete abor- 


HEWITT. 


INDEX S87 


HrEYN. Perforations of the uterus and 
their treatment, (Abst.), 551 
HocHMAN, S. S. The ineidence of ear- 
cinoma in the cervix following 
supravaginal hysterectomy, 566 
HoLpEN, F. C. Inversion of the uterus, 
$12 
Carbohydrate tolerance in  preg- 
naney, (Abst.), 726 


Host. 


I 


Invinc, F. C., AND GOETHALS, T. R. 
Klimination of the second stage 
of labor in breech presentations, 
SO 


J 


JOUNSTONE. Adenomyoma of the uterus 
with tuberculous infection, 
(Abst.), 138 


K 


(WITH KLAFTAN). Studies on 
syphilis and pregnancy, (Abst.), 
282 
KANE, H. F. A delivery room mirror, 

533 
KARLIN, M. The retention of 
fetuses in the uterine 
(Abst.), 548 

Proposal for a standard of 
operative technic abortions 
and premature labors, (Abst.), 
549 
KELLOGG, F. 8. Treatment of placenta 

previa based on a study of 303 
consecutive eases at the 
Lying-In Hospital, 194 
KERWIN, W. Weight estimates during 
pregnancy and the puerperium, 
473 
KING, E. L. A case of pernicious vomit- 
ing of pregnancy cured by the 
use of the duodenal tube, in 
which death ensued from myo- 
earditis, 418 

AND KALMAN. Studies on 
syphilis and pregnancy, (Abst.), 
282 

SUN, (WITH WILLIAMS, J. 
WHITRIDGE). A statistical study 
of the incidence and treatment 
of labor 


KALMAN, 


dead 
cavity, 


KEHRER, 


3oston 


IKK LAFTAN 


Ko CHI 


complicated by con- 
tracted pelvis in the obstetric 
service of the Johns Hopkins 
Hospital from 1896 to 1924, 


735, S61 
Analgesia in labor by means 

of hypnosia, (Abst.), 434 

Kovacs, F. Thyroid tumor of the ovary, 
(Abst.), 141 

KrIGBAUM, R. E. On a possible cause 
for pemphigus neonatorum, 494 

Kross, IT. investigation into the 
causation of the onset of labor 
by parabiosis during pregnancy, 
64 


KOSTER. 


| 
| 
I 
i 
| 
| 


888 


L 


LACKNER, (WITH ScHOCHET, S. S.). A 
review of the gynecologic litera- 
ture of 1925, (Collective Re- 
view), 534 

LANKFORD, B. Preparation of the ex- 
ternal genitalia for delivery 
with iodine-aleohol. Report of 
100 cases so treated with bac- 
teriologie results, 219, 256 


LARRABEE. The severe anemias of preg- 


nancy and the puerperium, 
(Abst.), 729 
Levy, W. E. Hemorrhage, followed by 


shock and acidosis, with im- 
mediate recovery after the ad- 
ministration of glucose and 
insulin, 864 

—, (WITH NEWMAN, J. W.). The 
mechanics of birth injuries, 


their cause and prevention, 645 
PAN. A case of hyperneph- 
roma of the ovary, (Abst.), 140 
Levy-SoLaL. Syphilis of the ovum and 
fetus, (Abst.), 282 
LIEBERMAN, BARNARD L. An analysis of 
seventy-nine cases of placenta 
previa, 814 


LEvy-Du 


LIEBLING, PHILIP. Purpura hemor- 
rhagica complicating preg- 


nancy, 847 

LIN, Marcaret H. D. Twilight sleep in 
China, (Abst.), 437 

H., (WITH VON OETTINGEN, 
K.). Heterotopic epithelial 
proliferation of uterine mucosa 
in the ovary and their relation- 
ship to chocolate cysts, (Abst.), 


LINDEN, 


140 
M 
MACFARLANE, C. Infection of the ab- 
dominal incision, incidence in 
five hundred gynecologic lap- 
arotomies, 630, 692 
MALONEY, W. M., AND GrRacco, F. H. 


Pyelitis as a postoperative com- 
plication, 579 
MANLEY, J. R. Report of a case of true 
ovarian pregnancy, 512 
A. Clinical study of a new 
analgesis in obstetric and gyn- 
ecologic practice, (Abst.), 436 


MANNA, 


Mayer, G. A. Cystadenoma of the 
ovary, with report of cases, 383, 
421 

McCorp, JAMES R. Syphilis of the 


placenta in the Negro, 850 
McCormick, C. O. Outlet pelvimetry 
and its importance, 794 
ADAM M., (WITH PERKINS, Or- 
MAN C.). Sebaceous glands in 
the human nipple, 789 
MILLER, C. JEFF. Glucose and insulin 

in the toxemias of pregnancy, 

763, 865 


MILLER, 


AUTHORS INDEX 


MILLER, H. E. Macerated premature 


twins with six true knots of the 
cord, 695 
MILLS, R. G., AND WALPERT, B. BE. Re- 
port of a ease of ectopia vis- 
cerum, rachischisis, malforma- 
tion of the sacrum, pelvis in- 
versa hypoplasia of the thoracic 
duct, agenesus or hypoplasia of 
various abdominal 
placenta previa, 19 
MoENCH, G. L. Cervicitis, erosion and 
laceration of the cervix uteri 
from the standpoint of path- 
ology, 453 
The passive hyperemia treatment of 
of chronic cervicitis, 637 
MONCKEBERG, C., AND AVILES, M. The 
histopathology of sy philitie 
placentae and its clinical 
portance, (Abst.), 280 
R. T. Five kinds of chronic 
appendicitis, 180, 247 
Mosuer, G. C. The incompatibility of 
pregnancy and fibroids in the 
utrus, 404 
R. D. Observations on the 
treatment of the edema of the 
toxemia of pregnancy with am- 
monium chloride, 222, 262 


viscera and 


im- 


Morris, 


MUSSEY, 


N 
NATHANSON. Syphilis in relation to 


pregnancy, (Abst.), 283 
NEUMANN, W. Clinical experiences in 
tuberculosis complicating preg- 
naney, (Abst.) 722 
NEWMAN, J. W., AND LEvy, W. E. The 


mechanics of birth injuries, 
their cause and prevention, 645, 
696 

O 


OASTLER, F. A. Complete inversion of 
the uterus, 410 

ODERMATT, W. Carcinoma and _ preg- 
naney with especial reference to 
mammary carcinoma, (Abst.), 
733 

OGASAWARA, K. Experimental studies 
of intrauterine death of fetus, 
(Abst.), 548 

Outsson, I. <A ease of leucemia 
pregnancy, (Abst.), 729 

OUTLAND, J. H. Right rotation of the 
appendix from congenital bands 
as a factor in the etiology of 
appendicitis, 247 


of 


P 
Pack, GEORGE T., AND BERREY, IvAN C. 
Janiceps asymmetros, with the 
report of a case, 779 
Pankow, O. What is the correct ther- 
apy in the treatment of preg- 
naney complicated by pulmon- 
ary tuberculosis? (Abst.), 722 


|| 


AUTHORS 


PARDEE. Pregnancy complicating heart 

disease, (Abst.), 720 

PAULIUCU-BURLA. On the pathology of 
vaginal cysts, (Abst.), 135 

PECKHAM, C. H., (WITH STANDER, H. 
J.). <A elassification of the 
toxemias of the latter half of 
pregnancy, 583 

PEIGHTAL, T. C. Postoperative parotitis 
with a report of a case, 88, 115 

PELKONEN. On the treatment of febrile 
abortions, (Abst.), 553 

PETERSEN. Mixed tumors of the uterus, 
(Abst.), 158 

PERKINS, ORMAN C., AND MILLER, ADAM 
M. Sebaceous glands in the 
human nipple, 789 

Prarr, O. G. Ligation of inferior vena 
682 

PHANEUF, L. E. Inversion of the uterus, 
171, 252 

Piper, E. B. A special instrument for use 
on the aftercoming head, 523 

Portis, B. Syphilis of the uterus and 
adnexa, (Abst.), 284 


QUERRIOUX, F., (WITH FAVREAU, M.). 
Gestation and nephrectomy for 
renal tuberculosis, (Abst.), 725 


R 


RATHERY. Diabetes 
(Abst.), 727 

RAWLS, R. M. Lipoma of the broad 
ligament, 410 

ROBINSON. Heart disease in pregnancy, 
(Abst.), 718 

Roney, A. J. Oviduct insufflation, based 
on a study of 400 cases, 616, 
685 

REICHART, P., AND BEAKE, M. The 

study of the effect of ether 

anesthesia on the isoagglutinins 

of human blood, 568 

The danger of malformation 

of fetus in roentgen-ray treat- 

ment during pregnancy, 361 

Obstetrical analgesia produced by 

somnifene, (Abst.), 435 

Roserts, C. 8. L. The relation of syph- 
ilis to obstetrics, (Abst.), 281 

ROSENSOHN, M. Obstetric mortality. 
An analysis of the cases at the 
Lying-In Hospital in 1924, 96, 
121 

ROuUME, A., (WITH DELMAS, P.). Obste- 
trical anesthesia by means of 
the ureic compounds, (Abst.), 
436 

Royston, G. D., AND FISHER, A. O. 
Appendicitis in pregnancy, 184, 
247 

Rucker, M. P. Prolapse of the pla- 

centa, 189, 252 

Pernicious-like anemia of preg- 

naney, (Abst.), 728 


and pregnancy, 


Ries, E. 


RIss. 


RUMPF. 


INDEX 889 


Ss 


SALATICH, P. B. Acute appendicitis in- 
earcerated in a right inguinal 
hernia, 417 

ScHMiD, H. H. Retroperitoneal and 
mesenteric tumors, (Abst.), 142 

ScHMipT, H. R. The significance of 
heart failure in pregnancy, 
(Abst.), 719 


ScHMI?Tz, A. M., AND ScHMITZ H. The 
sedimentation test in _ pelvic 


diseases of the female, 353, 409 

Scuocuet, 8. 8., AND LACKNER, J. E. 
A review of the gynecologic 
literature of 1925, (Collective 
Review), 534 

SCHWEITZER. Complication of pregnancy 
with carcinoma, (Abst.), 732 

SEELIG, M. G. Endometrial adenoma 
(implantation) in the vermi- 
form appendix, 461 

SIEGERT, F. Results of supravaginal 
amputation and castration in 
tuberculous women, (Abst.), 

Sims, H. V. Malignant degeneration of 
uterine leiomyomata, 697 

SIsson, W. E., (WITH STANDER, H. J., 
AND DuNCAN, E. E.). Heart 
output during pregnancy, 44 

Sitoan, E. P. Duodenal ulcer from par- 
tial obstruction at the duodeno- 
jejunal junction, 492, 523 

SmitryH, W. 8. Obstetrical heresies at the 
Brooklyn Hospital, 414 

Souter, M. C., AND DurRYEA, G. D. 
Posttransfusion reactions. 
A review of 190 transfusions 
performed at the Woman’s Hos- 
pital, New York City, 569 


SPENCER. Suppurating teratomatous 


cyst in the splenic region, 
(Abst.), 142 
STALLWorRTH, W. L. Full-term intra- 


ligamentous pregnancy, 863 

STANDER, H. J., AND PECKHAM, C. H. 
A classification of the toxemias 
of the latter half of pregnancy, 
583 

—, DuncAN, E. E., AND SISSON, W. E. 
Heart output during pregnancy, 
44 

STEINHARDT, B. Clinical and statistical 
study of sarcoma of the uterus. 
(Abst.), 137 

STEPHENS, W. E. Renal _ tuberculosis 
during pregnancy, (Abst.), 725 

STONE, E. L. Obstetric shock, 650 

STROGANOFF, B. The improved prophy- 
lactic method of treating ec- 
lampsia with comments on the 


variations suggested by Wil- 
liams, Stander, Speidel, and 


King, 756 

Heterotopic epithelial growths 
in the genital organs, especially 
the ovary, (Abst.), 140 


STUBLER. 


Q 
| 


890 


W. E., (wirtt Draper, J. 
W.). Report of a case of ac 
tinomycosis of the tubes 

603, 701 


and 
ovaries, 


TELFAIR, J. H. 
S60 
BERGE. 


Osteogenesis imperfecta, 


TEN The treatment of abortion 


and puerperal sepsis, (Abst.), 
THOMPSON, W.  Syphilitie backache, 


(Abst.), 284 

HERBERT. ease of 

dystocia, 839, 861 

ToomBs, P. W. 
206, 256 


TurTrLe, H. K. 


THOMS, fetal 


The occiput 


posterior, 


The treatment of abor 


tions, (Abst.), 552 
TVEDEGAARD, G. Fetal syphilis, (Abst.), 
281 


U 
Umbacn, J. 
eration, 


fetal 
(Abst.), 549 


Intrauterine degen 
VANDESIAL, R. Spinal anesthesia in 
obstetries, (Abst.), 437 


VAN DONGE. Threatened abortion, 
(Abst.), 548 

VAN  HASSELT. Analgesia in labor, 
(Abst.), 434 

VAN SWERINGEN, B. Indications for 


cesarean section, 201, 256 
Van Wyck, H. B., HARDING, V. 
J.). The use of fluids in the 
treatment of hyperemesis grav 
idarum, 1 
VAUTRIN. Tuberculosis of ovaries and 
(Abst.), 725 
carcinoma 
(Abst.), 731 
Growth of cancer of the breast dur- 
ing pregnancy, (Abst.), 733 
Syphilis during gestation and con- 
finement (Abst.), 279 
VILLARAMA, ANTONIO, 


pregnancy, 


VIGNES. Cervical and gvesta- 


tion, 


The protection of 
the perineum, S823 

Vour, E. Theoretical and practical con 

sideration from the 
study of endometrial-like epi 
thelial growths in the 
(Abst.), 139 

Von OETTINGEN, K., AND LINDEN, H. 
Heterotopic epithelial prolifera- 
tion of uterine mucosa in the 
ovary and their relationship to 
chocolate cysts, (Abst.), 140 

Vozza, F. A case of pyelitis of preg- 
naney caused by B. typhosus, 


(Abst.), 731 


arising 


ovary, 


AUTILIORS 


INDEX 


VuLovic, L. On the early diagnosis of 
congenital syphilis at birth 
through demonstration of Spiro- 
chetes the umbilical 


cord, 
(Abst.), 279 


W 


WAGNER, G. A. Cardiac deaths in preg: 
nancy and labor, (Abst.), 719 
WALPERT, B. E., (WITH MILLS, R. G.). 
Report of case of 


ectopia 
viscerum, 


malfor 
mation of the sacrum, pelvis in- 
versa, hypoplasia of the thoracic 
duct, agenesis or hypoplasia of 
various abdominal 
placenta previa, 19 


rachischisis, 


viscera and 


Marriage, pregnancy, parturi- 
tion and tuberculosis, (Abst.), 
72 
WarbD, GEO. G. Radium treatment of 
eaneer of the uterus, 690 
AND Farrar, L. K. PP. The radium 


treatment of 
$59 

WEIss, E. A. The treatment of fibroids 

of the uterus, 404 

WALTER E. Ablatio 

842 

—. The development of 
in Detroit, 671 

WERNER, P. The development of ma 
lignant tumors of the female 
genitalia following deep x-ray 
therapy for benign conditions, 
(Abst.), 137 

Wuitr, C. On contraction and 
tion rings, 364 

Wuitr, R. J. Report of a case of de- 

cidual in adenomyoma 

of rectovaginal septum, 112 

(WITH HALSTED). The need 

for a urologic department in 

every gynecologic clinic, 702 

WILLIAMS, J. WHITRIDGE, AND Ko Cuil 
Sux. <A statistical study of the 
incidence and treatment of 
labor complicated by eontracted 
pelvis in the obstetric service 
of the Johns Hopkins Hospital 
from 1896 to 1924, 735, 861 

WILLIAMS, P. Vulvovaginitis in in- 
fants and young children, 487, 
a29 

WILLIAMSON, H. CC. Application of the 
forceps to the transverse head 
for delivery of persistent ocet- 
pitoposterior eases, 37, 120 

Wine, L. A. Report of a case of gan- 
grene of the cecum in a new- 
born infant, 510, 521 

WITTER, MARGARET S., AND ELLIotTT, W. 
P. Postoperative leucocytosis, 


carcinoma uteri, 


WELZ, placentae, 


prenatal care 


retrac- 


WILENS, 


Wceirr, H. False perforation of the 
uterus—relaxation of the 
uterus, (Abst.), 550 


SUBJECT INDEX 


A 


Abdominal ineision, infeetion of the, in 
cidence in five hundred gyne 
laparotomies,  Mace- 
farlane, Catharine, 630, 692 
Ablatio placentae, Welz, Walter E., 842 
Abortion, (Abst.), 547 
and puerperal sepsis, the treatment of, 
Ten Berge, (Abst.), 554 
collective statistics on the 
treatment of, Dietrich, 
(Abst.), 533 
intraperitoneal hemorrhage complicat- 
ing, Downing, W. L., 503 
management of, Gordon, (Abst.), 552 
septic, active or conservative treat- 
ment of, Grabich, F., (Abst.), 


ecologic 


febrile, 


sterilization, Diitz- 
mann, M., (Abst.), 724 
therapeutic, hysterectomy in certain 
cases of pulmonary tuberculo- 
sis; particularly as an alter- 
native for, Baldwin, J. F., 
(Abst.), 724 
threatened, Van Donge, (Abst.), 548 
treatment of incomplete, Herzstein, J., 
and Davis, Irene, 577 
Abortions, a contribution to the man- 
agement of, Gotting, F., 
(Abst.), 551] 
and premature labors, proposal for a 
standard of operative technic 
in, Kehrer, (Abst.), 549 
febrile, on the treatment of, Pelkonen, 
(Abst.), 553 
therapy in, 
(Abst.), 554 
technie of cleaning out, basie princi- 
ples in the, Franque, v. O., 
(Abst.), 550 
treatment of, Tuttle, H. K., 
552 
Abstraets, selected: 
Abortion, 547 
Anesthesia in labor, 454 
New growths, 155 
Pregnaney complicated by 
547 
Syphilis, 278 
Actinomyeosis of the tubes and ovaries, 
report of a ease of, Draper, 
J. W., and Studdiford, W. E., 
603, 701 
Adenomyoma of rectovaginal septum, re- 
port of a case of decidual 
reaction in, White, R. J., 112 
Association of Obstetricians, 
Gynecologists, and Abdominal 
Surgeons, Thirty-eighth an- 


simultaneous, and 


Henrard, E., 


quinine 


(Abst.), 


disease, 


American 


89] 


Am. Assn. Obst., ete.—Cont 


nual meeting, 
1925, President ’s 
Davis, A. B., 147 
transactions of, 247, 404, 516, 
Amputation, supravaginal, castra- 
tion in tuberculous women, 
results of, Siegert, F., 
(Abst.), 72 
in obstetric and gynecologic 
practice, clinical study of a 
new, Manna, A., (Abst.), 456 
ether, childbirth, Harrar, 
(Abst.), 438 
Anemias, the severe, of pregnancy and 
the puerperium, Larrabee, 
(Abst.), 729 
Anesthesia, ether, the study of the effect 
of, on the isoagglutinins of 
human blood, Reichart, P., 
and Beake, M., 568 
in labor, (Absts.), 434 
spinal, obstetrics, 
(Abst.), 437 
Appendicitis, acute, inearcerated in a 
right inguinal hernia, Sal- 
atich, P. B., 417 
chronie, an inquiry into the nature of, 
Hertzler, A. E., 155, 247 
five kinds of ehronie, Morris, R. T., 
180, 247 
rotation of the appendix from 
congenital bands as a factor 
in the etiology of, Outland, J. 
H., 247 
symposium on, 247 
vermiform, endometrial adenoma (im- 
plantation) in the, Seelig, M. 
G.. 461 


September, 
Address, 


Analgesia 


rectal 


Vandesial, R., 


right 


B 


Bacteriologie examination, a method of 
obtaining vaginal secretion 
for, without the possibility of 
vulval contamination, Harris, 
J. W., and Brown, J. H., 497 
eland, cysts of the, Berard, 
L., and Dunet, C., (Abst.), 
135 
Birth injuries, intracranial, cistern pune- 
ture in, Dunham, Berman, S., 
833 
the mechanies of, their cause and 
prevention, Newman, J. W., 
and Levy, W. E., 645, 696 
Blood sedimentation, the relation of, to 
pelvie disorders, Cherry, T. 
H., 105 
supernumerary, 
sell, J. 


Bartholin 


sreast, near 


W., 507 


labium, 


| 

= 

— 


892 


Cancer of the breast, growth of, during 
pregnancy, Vignes, (Abst.), 
fvv 
and pregnancy with especial 
reference to mammary 
cinoma, Odermatt, 
(Abst.), 733 
and gestation, V 
(Abst.), 731 


Carcinoma 
Car- 


We 


cervical, 


ignes, 


complication of pregnancy with, 
Schweitzer, (Abst.), 732 

uteri, the radium treatment of, 
Ward, G. G., and Farrar, 


Lilian, K. P., 439 


Cecum, gangrene of the, in a newborn 
infant, report of a case of, 


Wing, L. A., 510, 521 
Cervicitis, chronic, the passive hyperemia 


treatment of, Moench, G. L., 
637 
erosion and laceration of the cervix 
uteri from the standpoint of 
pathology, Moench, G. L., 455 
Cervix, carcinoma in the, the ineidence 
of, following  supravaginal 
hysterectomy, Hochman, S. 
S., 566 
chancre of the, with report of two 


eases, Cron, R. 8., 378 
fibromyoma of, large, Christopher, F., 
668 
section, indications for, 
Sweringen, B., 201, 256 
Cistern puncture in intracranial birth in- 

juries, Dunham, Berman § 
833 
Collective reviews: 
A review of the gynecologic litera 
ture of 1925, Sehochet, S. S., 
and Lackner, J. E., 534 


Cesarean 


Van 


New books, Frank, R. T., 122 

The obstetric literature of 1925, 
Greenhill, J. P., 708, 869 

The relation of the endocrine system 


to pregnancy, Capper, A., 269 
Colon, diverticulitis of the, Erdmann, J. 
F., 609, 682 
Contraction and retraction rings, White, 
C., 364 
macerated premature twins with 
six true knots of the, Miller, 
H. E., 695 
Correspondence, 143, 703, 
Cyst, suppurating teratomatous, 
splenic region, 
(Abst.), 142 
Cysts, gynecologic surgery of, included 


Cord, 


881 
in the 
Spencer, 


in the iliopelvic mesentery, 
Becerro de sengoa, R., 
(Abst.), 142 

of the Bartholin gland, Berard, L., 
and Dunet, C., (Abst.), 135 


vaginal, on the pathology of, Bauliucu- 
Burla, (Abst.), 135 


SUBJECT INDEX 


D 


Delivery, injuries of the infant d 
Bland, P. B., 477, 529 
District Nursing Association of 
514 
Duodenal ulcer from partial obstruction 


uring, 


3uffalo, 


of the duodenojejunal june- 
tion, Sloan, E. P., 492, 523 

Dystocia, fetal, a case of, Thoms, Her- 
bert, 839, 861 


| 


E 
Eclampsia, improved prophylactic method 
of treating, with comments on 
the variations suggested by 
Williams, Stander, Speidel, 
and King, Stroganoff, B., 
756 

intramuscular injection of magnesium 
sulphate for the 

convulsions in, 


227, 262 


control 
Dorsett, 


of 
Ectopia 


viscerum, rachischisis, malfor- 


mation of the sacrum, pelvis 


inversa, hypoplasia of the 
thoracie duct, agenesus or 
hypoplasia of various ab- 


dominal viscera and placenta 
previa, report of a case of, 
Mills, R. G., and Walpert, 
B. E., 19 

Eetopic pregnancy, the differential diag- 


nosis of, Frommer, E. M., 
(Collective Review), 423 
Elephantiasis, congenital cystic, pho- 
momelus with, Harris, H. A., 
767 
Epitheliomas, early pregnancy and, 
Emery, (Abst.), 733 
Ethylene in obstetries, Heaney, N. §S., 
(Abst.), 437 
F 
Fallopian tube, sarcoma of the, Dodd, 


W. E., (Abst.), 138 
of the normal, Darner, H. 
L., 368 
degeneration, intrauterine, 
bach, J., (Abst.), 549 
dystocia, a case of, Thoms, Herbert, 
839, S67 
Fetus, danger of malformation of, in 
roentgen-ray treatment during 
pregnancy, Ries, E., 361 


torsion 


Fetal Um- 


intrauterine death of, experimental 
studies of, Ogasawara, K., 
(Abst.), 548 

Fetuses, dead, the retention of in the 
uterine cavity, Karlin, M., 


(Abst.), 548 
Forceps, Dewees, description of, Norris, 
R. C., 523 
Kielland, observations upon the use of 
the, Schumann, E. A., 525 
obstetric, symposium on the, 523 


a 
| 
| 


SUBJECT 


G 


Gestation, a ease of acute tuberculosis 
(meningitie and hypophyseal ) 
at the beginning of, Fruhin- 
sholz, A., and Collin, R., 
(Abst.), 726 

and nephrectomy for renal tubereulo 
sis, Favreau and Querrioux, 


(Abst.), 725 


Glucose and insulin in the toxemias of 
pregnancy, Miller, C. Jeff, 

763, SOD 

Hemorrhage, followed by shock and 


with immediate re- 
after the administra 
tion of glucose and insulin, 
Levy, W. E., S64 
congenital, at the linea alba, 
Charlton, H. R., 1038, 120 
Hyperemesis gravidarum, the use of 
fluids in the treatment of, 


acidosis 


covery 


Hernia, 


Harding, V. J., and Van 
Wyek, B., 
Hysterectomy in certain cases of  pul- 


monary tuberculosis; partic 
ularly as an alternative for 
therapeutic abortion, Bald 
win, J. F., (Abst.), 724 


I 


eravidarum, a case of, Boreel, 
(Abst.), 750 
contagiosa 
on the etiology and epidemi- 
ology of, Belding, D. L., 70 
designed for use on the 
aftercoming head, special, 
Piper, E. B., 523 
Insulin and glucose in the toxemias of 
pregnancy, Miller, C. Jeff, 
763, S65 


Ieterus 


Impetigo neonatorum, notes 


Instrument 


J 
Janiceps asymmetros, with the report of 
a ease, Pack, George T., and 
Berrey, Ivan C., 779 


Kielland foreeps, observations upon the 
use of the, Schumann, E. A., 


525 
L 
Labor after cesarean section, the con- 
duct of, Gladden, A. H., Jr., 


642, 698 


analgesia in, Van Hasselt, (Abst.), 
154 


hy means of hypnosis, 


( Abst. ), 454 


Koster, 


INDEX 893 

Cont 7d 

an investigation into the causation of 
the onset of, by 


Labor 


parabiosis 

during Kross, 
64 

complicated by 


pregnancy, 


contracted 
cidence and treatment of, in 
the obstetrie service of the 
Johns Hopkins Hospital 1896 
to 1924, J. Whitridge Wil 


and Ko Chi Sun, 735, 


pelvis, in- 


liams 
SO] 
with 


rrowth, Davies, J. 


) 


malignant 
(Abst. 
in breech presentations, elimination of 
stage of, Irving, 
I’. and Goethals, T. R., 80 
management of, the relation of the 
physiology and mechanics to 
the, Fowler, W. A., 212, 256 
mechanies of, symposium on the, 256 
under hypnosis for the elinical physi- 
cian, Franke, (Abst.), 435 
Leucemia of pregnancy, a case of, 
Ohlsson, I., (Abst.), 729 
Leucocytosis, postoperative, Witter, Mar 
garet S., and Elliott, W. P., 


» bee 


the second 


Lipoma of the broad 
R. M., 410 


ligament, Rawls, 


M 
Maternal 


welfare, department of, 244, 
514, 516, 671, 854 

meeting of the Joint Committee on, 
May 3, 1925, 244 

report of the Joint Committee on, 

516 

‘the radiotherapeutie: its 
significance and management, 


Menopause, 


Corseaden, James 808, 
S56 
Menstruation and pregnancy in Hodg- 


kin’s disease, Gemmel, 
(Abst.), 728 

eyst, report of a ease of, 
Clark, E. D., 238, 267 


Mesenterie 


Mirror, a delivery room, Kane, TI. F., 
533 
N 
New books, Frank, R. T., (Collective 


Review), 122 
Newborn, prevention of tuberculosis in 


the, Debre, R., (Abst.), 725 
New growths, (Abst.), 155 
New Orleans Gynecological and Obstet- 
rical Society, transactions of, 
171, 695, 863 
New York Academy of Medicine, See- 
tion on Obstetrics and Gyne- 
cology, Transactions of, 701 
New York Obstetrical Society, transae- 


tions of, 118, 410, 688, 856, 


S61 


Bee 
| 
= 


SO4 


Nipple, human, sebaceous glands in the, 


Perkins, Orman, C., and Mil 


Adam M., 789 


O 


and analgesia, Dan 
forth, W. C., (Abst.), 454 
mortality, an analysis of the cases at 
the 
1924, 
shock, Stone, E. 
Obstetrical analgesia produced by somni 
Abst.). 


produced by means oft 


Obstetrie hesia 


anest 


Lying-In Ilospital in 


Rosensohn, M., 96, 121 


L., 650 
fene, Riss, 
the 
compounds, Delmas, P., 
Abst.), 456 
Dujol and 
Abst.), 456 
Brooklyn  Ilospital, 
W. S., 414 
literature of 1925, 
Colleetive 
Society of Philadelphia, transactions 
Phila 


of, 523, 690 
society, 


anesthesia 
and Roume, 
produced somnitene, 
Clement, 
heresies ut the 
Smith, 
Greenhill, J. P., 


Review 708, 
and thi 
Pediatrie 


meeting oT, 


delphia 


Joint transac 


tions of, o29 


Obstetrics, leetures in, to county societies 


ly 


in New York State, S54 


Oeciput posterior, the, Toombs, P. W., 
206, 256 

Ovcipitoposterion cases, persistent, ap 
plication of the foreeps to 
the transverse head for «e 


liverv of, Williamson, H. C., 


7, 120 
Osteogenesis imperfecta, Telfair, J. IL, 
SOU 


Ovary, a case of hypernephroma of the, 


Levy-Du Pan, Abst.), 140 
evstadenoma of the, with report of 
eases, Maver, G. A., 383, 421 
heterotopic epithelial growths in the 
eenital organs, especia ly the, 


Abst.), 140 
proliferation of 
the thei 


1 
choeolate 


uterine mueosa in 


relationship to 
Von Oecettin 
Linden, 


eysts, 
gen, and 
(Abst.), 140 
incidence and end-results of eareinoma 
of the, Byron, C. S., and 
Berkoff, H. A., 559 
theoretical and practieal consideration 
arising from the 4 


dometrial-lik« epithe 
srowths in the, Vogt 
(Abst.), 159 
tumor of the, 
(Abst.), 
pelvimetry and its importanee, 
MeCormick, C. O., 794 


insufflation, 


thyroid 
Outlet 
Oviduet based on a study of 
100 eases, Rongy, A. J., 616, 


OSD 


BIECT 


INDEX 


Ovum and fetus, syphilis of the, Levy 
Solal, Abst.), 282 ; 

P 
Parotitis, postoperative, with a report 


of a case, Peightal, T. C., SS, 
118 

outlet, and its importance, 
MeCormick, C. O., 794 
neonatorum, on a_ possible 
for, Krigbaum, R. E 


Pelvimetry, 


Pemphigus 
eause 
194 
Perineum, the protection of 
rama, Antonio, 825 
with congenital eystie ele 
phantiasis, Harris, H. A., 767 
Physometra, two cases of, Heim, (Abst.), 
504 


Placenta previa, an analysis of seventy 


the, Villa 


Phoecomelus 


nine eases of, Lieberman. 
Barnard L., 814 
treatment of, based on a study of 


303 consecutive eases at the 


Boston Lying-In Hospital, 
Kellogg, F. S., 194, 252 
prolapse of the, Rucker, M. P.. 189, 


9759 


syphilis of the, in the Negro, MeCord, 

James R., 850 

Placental pathology, symposium on, 252 

Posttransfusion reactions. <A 
190 transfusions 
at the Woman’s 
New York City, Souter, M. 
C., and Duryea, G. D., 569 

pernicious vomit 


review of 
performed 
Hospital, 


Pre vnaney, a case of 
ing. of, cured by the use of 
duodenal tube, in which death 
ensued later from myocardi 
tis, King, E. L., 418 

and labor, eardiae deaths in, Wagner, 
G. A., (Abst.), 719 


and the puerperium, bacterial infee- 
tion of the urinary tract com 
plieating, Hewitt, (Abst. 
731 

veight estimates during, Kerwin, 

W., 473 

anemia, pernicious-like of, Rumpf, 
(Abst.), 728 

appendicitis in, Royston, G. D., and 


Fisher, A. O., 184, 247 
earbohydrate tolerance in, 
(Abst. 9 726 
experiences tuberculosis 
complicating, Neumann, W.., 

(Abst.), 722 
complicated by disease, (Abst. ) 
eomplicating heart 
(Abst.), 720 
diabetes and, Rathery, (Abst.). 727 
and epitheliomas, Emery, 
(Abst.), 753 
extrauterine, 
three 


Ilost, 


elinieal 


448 


Pardee, 


disease, 


early, 
full-term with report of 
DeDoux, 


eases, 


420 


= 
| 
q 


SUBJECT 


Pregnancy, full-term—Cont 


intraligamentous, Stallworth, W. 


SO3 


tuberculosis and, Fruhinsholz 
and Feuillade, (Abst.), 725 


heart d Robinson, (Abst.), 


nital 


sease 1h, 
718 
Frey, (Abst.), 721 


and, Herrick, 


prognosis ot, 
relation to marriage 


(Abst.), 720 


failure in, significance of, 
Sehmidt, H. R., (Abst.), 719 
output during, Stander, H. J., Dun 


ean, E. E., and Sisson, W. 
incidence glycosuria during, Crook, 
(Abst.), 727 
neompatibility of, and fibroids in 
Mosher, G. C., 404 
remaining 
didelphys 


the 

uterus, 
in the horn of a uterus 
after torsion and 
partial hysterectomy, Caswell, 


menstruation 


853 

and, in Hodekin’s dis 
Gemmel, (Abst.), 728 
operations, Conservative, dur 
ing, Boije, O. A., Abst. 
Tod 


myomectomy 


ease, 


mVvonla 


during, Cotte and Crvs 


sel, (Abst. 734 

ovarian, report of a ease of true, 
Manley, J. R., 512 

ovaries and, tuberculosis of, Vautrin, 


Abst.), 7205 
parturition and tuberculosis, 
in, Ward, (Abst.), 72 
pernicious anemia of, Aubertin, C., 

(Abst.), 728 


marriage 


pulmonary tubereulosis associated with, 
therapeutic indications in, 
Cleisz, L.. (Abst.), 72 


purpura hemorrhagiea complicating, 
Liebling, Philip, $47 

pyvelitis of, a case of, caused by B. 
\bst. 


tvphosus, Vozza, 


pyelonephritis in, Duvergy and Dax, 
Abst.), 750 
renal tuberculosis during, Stephens, 
W. E.., Abst.), 720 
Sachs-Georei flocculation reaction in, 


(Abst.), 278 
on, Klatftan 

Abst.), 
Nathanson, 


sathe, 


svphilis and, studies and 


MR 


(Abst.), 


Kalman, 

in relation to, 
toxenna of, the 


edema of 


treat 
the, 
chloride, 


observations on 
ment of the 

With ammonium 
Mussey, D., 222, 


toxemias of, glucose and = insulin in 

the, Miller, C. Jeff, 763, $865 

the latter half of, a classification 

ot the, Stander, Tf. J., and 
Peckham, C. HL., 585 


of, its causation and its 
treatment by ovarian extract, 
Carter, Philips J., 825, 866 


Vomiting 


INDEX 895 


Cont 


the correct therapy in the 
treatment of, complicated by 
pulmonary tubereulosis? 
Pankow, O., (Abst.), 


blood pressure and urinary 


roo 


Pregnaneies, 


findings in 100 eases of nor 
mal, Faught, F. A., 633, 693 
Prenatal eare, the development of, in 
Detroit, Welz, W. E., 671 
charts, a critical analysis of 250, 
Hebert, J. S., 387 
Preparation of the external genitalia 


for delivery with iodine-al- 
cohol, Lankford, B., 219, 256 
immunity, Fischl, (Abst.), 
283 

complicating 


Philip, 


hemorrhagica, 
Liebling, 


Purpura 
pregnancy, 
S47 

the future of 

women with, 

Bs € Abst.), 


tuberculosis, 
children born of 
Couvelaire, M. 


Pulmonary 


Pyelitis as a postoperative complication, 
Maloney, W. M., and Gracco, 
H., 579 


Sarcoma of the fallopian tube, Dodd, 


W. E., (Abst.), 138 
of the uterus, clinical and statistical 
study of, Steinhardt, B., 
Abst.), 137 
Scopolamine, death from, Jaumann, 
(Abst.), 437 


Sebaceous glands in the human nipple, 
Perkins, Orman C., and Mil- 


ler, Adam, M., 789 


Sed niation test in pelvie diseases of 
the female, Schmitz, A. M., 
and Schmitz, HL, 353, 409 
Society transactions: 


(merican Association of Obstetri 
cians, Gynecologists, and Ab- 


dominal Surgeons, 147, 247, 
104, 516, 
New Orleans Gynecological and 


Obstetrical Society, 417, 695, 
R65 
New York 
70] 
York Obstetrical Society, 118, 
110, 856, S861] 
New York and Philadelphia Obstet- 
rical Societies, Joint Meeting, 


Academy of Medicine, 
New 


GSS, 


Obstetrical Society of 

523, 529, 690 

obstetrical anesthesia pro- 

dueed by, Dujol and Clement, 
(Abst.), 436 

fertility studies in animals and 
their bearing on human prob- 

Dickinson, R. L., 51 


Philadelphia, 


Somnifene, 


lems, 


as 
what is 
Profeta’s 
a 
tf 
i 


896 


Sterilization, simultaneous abortion and, 
Diitzmann, M., (Abst.), 72 
Stillbirths, the prevention of, Hannah, 
C. R., 231, 263 
radium and roentgen 
the treatment of carcinoma 
of the cervix, Bowing, H. H., 
100 
Syphilis, (Absts.), 278 
congenital at birth through 
stration of spirochetes in the 
umbilical cord, on the early 


Vulovie, 


Surgery, rays in 


demon 


diagnosis of, 

(Abst.), 279 

gestation and confinement, 
Vignes, (Abst.), 279 

fetal, Tvedegaard, G., (Abst.), 281 

influence of Was 

reaction and on the 
¢linical manifestations of, 
Browne, (Abst.), 278 

of the placenta in the Negro, McCord, 
James R., 850 

the relation of, to obstetries, Roberts, 

C. 8. L., (Abst.), 281 

backache, Thompson, W. 

(Abst.), 284 

placentas, the histopathology of, and 
its clinical importance, Moéne 
kelberg, and Aviles, M., 
(Abst. 2S0 


during 


pregnancy on the 


sermann 


Syphilitie 


T 


Theses by undergraduate students of 
medicine, 55D 
Toxemias of pregnancy, glucose and 
insulin in the, Miller, C. Jeff, 
763, 865 
Treatment of labor complicated by con 
tracted pelvis in the obstetric 
service of the Johns Hopkins 
Hospital from 1896 to 1924, 
Williams, J. Whitridge, and 
Ko Chi Sun, 735, 861 
development of 
the female 


Tumors, malignant, of 
gvenitalia follow 
ing deep x-ray therapy for 
benign conditions, Werner, P., 
(Abst.), 137 
habits (ecology) of 
(Abst.), 136 
retroperitoneal and mesenteri 
Schmid, H. H., (Abst.), 142 
Twilight sleep in China, Lin, M. TI. 
(Abst.), 457 


Bland-Sutton, J., 


obstetries, the 
life of the, 
(Abst.), 547 

extrameatal prolapse of the, 
with the report of a case hav- 
Ing an acute 


reuther, W. T., 


value of the 
Emery,  IL., 


Unborn in 


Urethra, 


onset, Dann 


168, 522 


SUBJECT 


INDEX 


Urologic department, the need for a 


every gynecologic clinie, Tel. 
sted and Wilens, 702 
Uterine leiomyomata, malignant degen- 
eration of, Sims, H. V., 697 
prolapse at the Woman’s Hospital, 
1915-1925, a study of end- 
results of operation for, Bul- 
lard, E. A., 632, 688 
study of xanthoma of the, 
Daniel, ©.,.and Babes, A.. 
(Abst.), 141 
adenomyoma of the, with tuber- 
culous infeetion, 
(Abst.), 138 
and adnexa, syphilis of the, Portis, B. 
(Obst.), 284 
cancer of the, radium treatment of, 
Ward, Geo. G., 690 
didelphys, pregnancy in the remaining 
horn of a, after torsion and 
partial hysterectomy, Caswell, 
C. E., 853 
perforation of the, Wulff, H 
(Abst.), 550 
inversion of the, Holden, F. C., 412 
Phaneuf, L. E., 171, 252 
complete, Oastler, F. R., 410 
mixed tumors of the, Petersen, 
(Abst.), 138 
precancerous Jesions 
P., 450, 519 
perforations of the, and their treat- 
ment, Heyn, (Abst.), 551 
supravaginal amputation of the, in 
severe postabortive bleeding, 
Hellendall, (Abst.), 554 
sarcoma of the, clinical and statistical 
study of, Steinhardt, B., 
(Abst.), 157 
rupture of the, in labor 
following Sturmdorff trachel- 
oplasty, Eastman, N. J., 500 
treatment of fibroids of the, Weiss, E. 
A., 404 


tube, a 


Uterus, 


Johnstone, 


false 


the, Findley, 


spontaneous 


Vena eava, ligation of inferior, Pfaff, 
O. G., 682 

Version and 
of a case of separation of the 
dorsal vertebrae in, Barney, 
W. R., 116 

Vulvovaginitis infants and 
children, Williams, P. 


529 


extraction, podalic, report 


voung 
487, 


X 


Xanthoma of the uterine tube, a study 
of the, Daniel, C., and Babes, 
A., (Abst.), 141 


i 

j 

t 

i 

| 

4 
| 


! 
q 
| 
| 


JUN 28 Web 


INDEX NUMBER 


Yo. XI JUNE, 1926 No. 6 


AMERICAN JOURNAL 


OF | 
OBSTETRICS AND 
GYNECOLOGY 


ADVISORY EDITORIAL BOARD 


" FRED L. ADAIR ROBERT T. FRANK HENRY P, NEWMAN 
CHANNING W. BARRETT GEORGE GELLHORN GEO. H. NOBLE 

C. L. BONIFIELD ALBERT GOLDSPOHN REUBEN PETERSON 

J. WESLEY BOVEE WILLIAM P. GRAVES JOHN OSBORN POLAK 
W. W. CHIPMAN HERMAN E. HAYD F. F. SIMPSON 

‘JOHN G. CLARK BARTON C. HIRST HENRY SCHWARZ 

H. S. CROSSEN E. J. ILL J. M. SLEMONS 
THOMAS CULLEN J. C. LITZENBERG HOWARD C. TAYLOR 
“ EDWARD P. DAVIS F. W. LYNCH B. P. WATSON 
J, B. DrLEE FRANKLIN H. MARTIN GEORGE GRAY WARD 
ROBERT L. DICKINSON C. JEFF MILLER J. WHITRIDGE WILLIAMS 
PALMER FINDLEY GEORGE CLARK MOSHER 

Orrictan Orcan oF 
THE AMERICAN GYNECOLOGICAL SOCIETY 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS, 
AND ABDOMINAL SURGEONS 
NEW YORK OBSTETRICAL SOCIETY; OBSTETRICAL SOCIETY OF PHILADELPHIA; 


BROOKLYN GYNECOLOGICAL SOCIETY: ST. LOUIS GYNECOLOGICAL SOCIETY; 
NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL SOCIETY 


Editor ..... GEORGE W. KOSMAK 
Associate Editor . . HUGO EHRENFEST 
Entered at the Post Office at St. Louis, Mo., as Second Class Matter. 
PUBLISHED BY C. V. MOSBY COMPANY, 3616 WasHINGTON BLvp., St. Louis, U. S. A. 


Summer Diarrheas of Infants 


Two of the most valuable products in the treatment. of summer 
(fermentative) diarrheas in infants are 


MEAD’S CASEC 


and 
MEAD’S POWDERED PROTEIN MILK 


Kindly see inside back cover page for further description 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U. S. A. 


+Manufacturers of Infant Diet Materials Exclusively— 
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Making It Easy for You 


You make the problem of treating insomnia easy 
for yourself —or hard—when you select the 
hypnotic. 


DIAL, “CIBA” 


(Diallylmalonylurea) 


induces restful sleep—in small doses it is sedative. 
It is not narcotic and not habit-forming. 


Rapidly eliminated, it is not cumulative in action, 
does not affect the vital functions, and exhibits 
no accessory or after effects. Its low toxic index 
makes it a SAFE hypnotic and sedative to use. 


TABLETS - AMPULES - POWDER 


Descriptive literature on request 


@ 


CIBA Inc. 
CEDAR & WASHINGTON STREETS, NEW YORK CITY 
Canada: Ciba Company Ltd., 146 St. Peter Street, Montreal 
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MATERIALS 


of Infants 


The usual season for Summer Diarrheas:of infants is just around 
the corner! For several summers past physicians have found 


MEAD’S CASEC 
MEAD’S POWDERED PROTEIN MILK 


useful in the treatment of the common fermentative diarrheas. 


A formula is suggested for the physician’s consideration and 


approval: 
Casec (2 envelopes) . . 


Mix the CASEC with enough of the cold water in a cup to make a thin paste. Add the paste te the 
balance of the water, pour in the milk, and heat the mixture over a slow flame to the boiling point, 
stirring constantly to avoid lumps. Allow the mixture to boil actively for 1 minute, remove from 
stove, cool, and divide into bottles sufficient for the 24-hour feeding. 


Suggested Amounts to Be Given at Each 
Feeding Are as Follows: 


Age Ounces Each Number of Feedings 
Months Feeding in 24 Hours 
6to9 .6to8 5 
9 to 12 . 7to9 5 


Infants under Four Pounds may require 8 feedings, 2 ounces each, in the 24 hours 


In two or three days add 1 level tablespoonful of Deztri-Maltose 
No. 1, and increase one tablespoonful every other day until the 
baby is taking 5 or 6 level tablespoonfuls of Dezxtri-Maltose in the 
24-hour Casec feeding. 

The Casec feeding may be continued for 3 or 4 weeks, then a 
gradual return to the regular milk mixtures of either fresh milk 
or Mead’s Powdered Whole Milk, with Dext?i-Maltose additions, 
may be instituted. 

Our Literature No. 109 entitled “Certain Types of Sick Infants” 
fully explains the use of CASEC in diarrheas. 


Samples of Casec and copies of Literature No. 
109 will be furnished immediately on request. 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S. A. 


Manufacturers of Infant Diet Materials Exclusively 
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Only 25 pounds in weight! Yet it has 
every feature of the standard office 
machine and is equally as efficient and 
economical in anesthesia administration. 


PORTABLE— AUTOMATIC 
It Meets the Physician’s Need 


Automatic Regulators control and deliver 
the gases. Sight-feed Gauges accurately 
measuré and indicate the percentages. A 
fully automatic Center Valve proportions 
the gases as indicated on the gauges. 


“THE HEIDBRINK JUNIOR 


is built for efficient 
anaesthesia administration 


Easy to Operate 


The automatic features relieve the physician from constant 
watchfulness and obviate the necessity of a trained assistant. 
The anesthetist needs only to determine suitable dosage and 
administer it through use of the simple means provided. 


Obstetrics, Office, Emergency 


The Heidbrink Junior, in its handy, good- 
looking case, is ideal for emergency anesthesia. 
Removal from the case is not necessary. Ad- 
ministration can be accomplished in ten seconds. 
In obstetrical anesthesia, the Junior delivers 
what the anesthetist wants when it is wanted. 
The delivery of gas is instant and regular and 
**beats the pain.’’ No gas is wasted. The 
physician who uses a Junior for gas adminis- 
tration in homes and office for minor surgery 
increases his practice greatly. 


We Can Send You Full Details At Once 


HEIDBRINK COMPANY 


Pinneopolis Minnesota 
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